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A Self-Aligning Method of Treating Fractures 
of the Long Bones* 

ROGER AiNDERSON. M.D., F.A,C.S„ F.l.C.S. 

SEXITLE. WASHINGTON 


T he displacing force of muscles 
lias long been accepted as the main 
obstacle to reduction, and past 
methods of fracture treatment have been 
based on means of combating this mnscle 
pull However, when the nmseles are 
not 1 11 i'ted as hostile forces but utilized 
as triendly agents, they provide the 
basis for a self-aligning technic. The 
requisite for converting muscles and 
fascine into cooperating agents is a 
form of skeletal traction and skeletal 
countortraction in line with the axis of 
the fractured bone which permits free 
movement of the fragments while under 
(raction. 

TKACnON AND COUNIERTIiACTION 

It has been recognized that adequate 
ir.u'tion will overcome shortening, and 
,)i Into it has been generally accepted 
Unit the best means of obtaining such 
traction is by skeletal transh-vation. 
However, in evaluating traction, con¬ 
sideration must be given to the fact that 
traction is no more effectual than its 
couutertraction. Our experience has 
demonstrated tliat the most cIBeient 
form of coimtertraction is that obtained 
by dual skeletal transfi.xation of Ihe 
superior fragment, and to be most ef¬ 
fective the traction-coiintertraction inill 

♦Presented at the Fourth Internationa] AanonUy of the 
loteroationa] CoUege of Surgeons, New York City, Jane, J943, 


must be in line with the axis of the 
fractured bone. 
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1. When trnetiou is CNprled in the lon/jjtndinal 
axiji of (!«.' fra(,nnpnts with eowtitertracliOQ ajiplted 
directly to the u^tper it wUl correct l/oth the 

shorteoJofj and tho peaeral alignmeot. (For clarity 
only DJUseJes oh auterior and posterior tfjih’.s of 
humerus arc illustrat 
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FSACTVHES OF THE LONG BONES 


'While the combined force of compe¬ 
tent skeletal traction and countertrac¬ 
tion ■will reestablish length, it cannot in 
itself effect reduction. But if the trac¬ 
tion, force is applied in such a manner 
that the fragments are free to move 
while under traction, the muscles and 
fasciae Avill virtually cause a'self-align¬ 
ment of the fragments. Such realign¬ 
ment occurs because the fragments are 
literally enveloped in a tube of soft tis¬ 
sues, consisting of varying degrees of 
elastic muscles, flexible fasciae, and pli¬ 
able soft tissue such as sldn and blood 
vessels. When the traction and counter¬ 
traction force is exerted in the longi- 
-tudiiial axis the sides of the resilient 
ibe are tightened, molding the frag- 
■ ents into a straight line. 


BOTATION 

The overcoming of shortening and 
the correction of angulation are but 
steps in reduction since there can be no 
reduction until there has been full cor¬ 
rection of rotational displacements. 




i 
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Fi;:. 2. A. Corrcetion of rotation.Tl (lispl.-u'cmcnt by 
;in iiiitwistiiiK action can bo ilcinonstratcil by partially 
'crcwin" on tlie nozzle of a rubber g.ardcu hose and 
then oxertin" traction by grasping the nozzle with one 
h.and tvnd pulling in the axis of the hose, while the 
o’iier hand pulls in the opposite direction for counter- 
tr.ii tion. 15. With the same amount of traction iiiain- 
taimd. a -econd person twists the end of the hose 
c'.i..e to the nozzle. (\ Note that while the same 
•.'.u.ouut of traction is being exerted, when the twisting 
gr.asp is released the hose, being elastic, will twist back 
1 ! to th'- original position. This is made possible be- 
i-.iU'c th.,' ho^e is free to rotate at the nozzle. 


Fig. 3. lilanunl traction and countertraction, supple¬ 
mented by manual manipulation of the fragments, is 
the simplest way of obtaining reduction. 

The necessity of correcting a rotational 
deformity, if a-poor functional result is 
to be avoided, has been stressed by Paul 
Magnuson and others for many years. 
Fortunately, anatomic rotational appo¬ 
sition can be readily achieved, provided 
the superior fragment is rotated and 
held in the normal position Avith the 
distal fragment free to rotate under 
traction that is in line Avith the longi¬ 
tudinal axis of the hone. 

The explanation of this self-correc¬ 
tion lies in the fact that a malrotation 







'-«1S exerted 


on%^y ^.'^'^'"■tioH J,y (I 

s coiijpiej ^ h,is^S^tioii'i„ J"*® "s 

'■■~-J=5;:,jS|ji;5* 

i,.;j7 «ce. 

cause fi i • 

''efui-n 0,/"''° to “u„Si®«sion 
'■> provided tJie 


T... ,• ■"^-“trcTio.v 

isss: 


Praclienj a,,r ■ ‘’'"'•ioiisly 
Js nehieve,! i? *reot ninaifc /^''“t've. 
ttiat H-oj-g ' ''.t'tiziiig. tjjn j fttafioii 

('■ag-meiit fo/. ''!'?°"®^.'' Piaced‘'‘“®^'‘’"® 

bp.‘P^P^obiU,eUonT P'»-Posef 

"•> .loining can bo 

“ t.vo sofa «“>ecl 

' ■fi’ans. 



.'>. Pp.f If 

S'" trJ&'P<”'l :s s„ K r®'‘wo ''o(”'‘'‘f .‘>"d 

w?''<SS Sn''”^ 

Ji'sjrS 

‘ rosifion. 



C P ' 

of cosUejis ,r.. 

‘•^noin V rofj rod »?'/ 

^obrjpgj , ■ fo rt »* ' ^ouj,/p , 

?«perior Jiid^y’"’®^*^'*ahon ^"J /^'ose p„„' 

” ’^ooipouud ^raeturc !* ^^‘^“rpd Uoif i, 

«.VJ 0 US ii, « 

/t\ . rij o>,_ _,, 


jjvi - 

pills „.jfj '"'^■'i- casf. a i>ias- 

"‘'■'«' -'S: 

-Or aiiri 



4 


FSACTUJRES OF THE LONG- BONES 


technics (especially applicable for coni- 
poinid fractures). 

"When transfixions are incorpoi’ated, 
the plaster-of-Paris splint or cast need 
extend only the length of the fractured 
bone, leaving, in the case of a femur, 
both the Iniee and hip joints free to 
move. Drawbacks to plaster for simple 
fractures are the time it takes to apiily 
and set up, the fact that it absorbs 



Pig. 7. A. In 1921 Putti reported in America on the 
nse of his external traction rod, illustrated above. 
The first report ever made on the reduction and im¬ 
mobilization of fractures by the angular placement of 
two half-pins into each fragment was presented by 
the author before the American Academy of Ortho¬ 
pedic Surgeons in January, 1935. With the later 
method the patient could become ambulatory immedi¬ 
ately. Por instance, a patient ■with a fracture of the 
femur was able to get up and walk on crutches and 
move his hip and knee joints. In spite of the publica¬ 
tion of these papers in the official journals of the 
American medical societies, some authors, through the 
lay and medical press, are leading the public to believe 
that this technic is a recent contribution of their own. 
B. An examination of this reported “new discovery” 
reveals it to be just a combination of Putti’s fracture 
turnbnckle and the Roger Anderson lialf-pins. With 
this combination tlie threaded rod supplies traction, and 
the iialf-pins supply handles to manipulate and hold 
the fragments, but this combination cannot be used 
for rot.ation. In fact it prohibits any attempt to 
correct rotational deformity. Therefore, it cannot be 
used as a reduction splint. Indiscriminate use as 
advocated for a reduction splint c:in only lead to dis¬ 
aster. Moreover, as the fragments are not free to 
rotate or move on their axis while traction is being 
applied, the muscles arc prohibited from effecting re¬ 
duction. Furthermore, sime the traction force is not 
exerted in line with the axis of the bone but to the 
lateral side, the more traction .applied the more 
the tendency to angulation. 


moisture, and that it is heavier and more 
cumbersome than the rod. Absorption 
at the ends of the bones in transverse, 
fractures frequently calls for reiinpact- 
ing the fragments. With plaster this 
takes a little longer, but can be easily 
accomplished by cutting and removing 
a thin, circular segment, like a piston 
ring, from over the site of the fracture. 

The smooth rod supplies the most 
simple fixation means. Its advantage 
lies in quick application and ease of 
reestablishing contact if absorption 
should occur, as in transverse fractures. 
The device is light, the rod, pins and 
clamps for a fractured femur weighing 



B 

as little as twelve ounces. In spite of 
their liglilness, they are sturdy enough 
to hold the fracture. After reduction 
has been obtained, tJie rod can be ap¬ 
plied in a few minutes’ time and the 
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'ip. P. .4. In high femoral shaft fractures there is a relatively small amount of longitudinal muscle shent 
lirectlv around the fracture site iu comparison to the large group of muscles having their origin in the pclvi 
nd their insertion in the lower extremity, B. While the nsiial traction, if sufficient, can overcome the shortening 
pposifion will not be accomplished. C. However, apposition can be achieved by using the V-transfixation t 
otatc and to bring the upper fragment back info its normal position, and to hold it there. Then after a.vifl 
rnctiou has been applied, the superior end of the distal fragment is manually brought laterally back in line ani 
reduction is achieved by the free rotating movement of the distal fragment. 


?nro the fragments are forced into the 
lonnal position as traction is being 
?xerted. 

A siihtrochanferic fracture, recog¬ 
nized as a stubborn fracture to manage 
becanse of the unusual muscle pull, can 
be controlled when these iirinciples are 
employed, provided .the superior frag- 
meut is first brought back into normal 
po.'^itiou and that, after traction has been 
exerted, the superior end of the distal 
fragiueut i.s brought back to the midline 
and fastened there. 

CUher fractures that have caused a 


good deal of difficulty are the supra 
condylar and the femoral T-fracture. 
info the knee joint. Past methods o 
treating these fractures with the knei 
in flexion have helped to overcome tlu 
posterior disiilacement of the dista 
fragment, but this position of flexioi 
prevented rotation of the distal frag 
ment, as illustrated below. However 
witli the self-aligning technic, rednctioi 
is routinely effected with more ease ii 
the knee is kept in extension. 

Compound fractures: A combinatioi 
of ^''-transfixation, fixation rods, anc 
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FUACTUl^ES OF THE LONG BONES 


SUMJrARY 

Kediictioii can he accomplished with 
more ease and less danger when muscle 
pulls and fascial tensions are intel¬ 
ligently directed rather than vigorously 
comhatted, provided the following two 
requisites are employed. First, skeletal 
traction and skeletal countertraction 
must be exerted iu the longitudinal axis 
of the fractured hone, and second, one 
or both fragments should he free to 
move while traction is being exerted. 


EESUJIE 

La reduction des fractures des os 
longs s’acGomplit plus facilement et 
avec moins de dangers si les tractions 
nusculaires et les tensions fasciales sont 
dirigees intelligemment plutot que com- 
hattuGs vigoureusement. II faut j^re- 
mierement que la traction sequelettale 
soient exercees dans I’axe longitudinal 
de I’os fracture; et secondement, que 
run on les deux fragments soient mo- 
hilisahles pendant que I’os est soumis a 
la traction et a la contra-traction. 


SU5IARIO 

La reduccion de fracturas de los 
huesos largos puede ser efectuada con 
mayor facilidacl y menos riesgos cuaudo 
la traccion muscular y la tension de la 
fascia son intelligentemeute ejecutadas 
quo empleando fuerza vigorosa, con tal 
que so sigan los requisitos siguientes: 
1° Traccion esqueletal y traccion contra- 
esqiieletal dehe ser aplicada en le eje o 


axes longitudinal del hueso quebrado; 
y 2° uno o amhos fragmentos dehon ser 
mobiles durante la aceion de. ti’accion y 
contratraccion. 



. Bheo^h 

Bnpan.iiinaiiiie ^epe.^o^roI! /piiniiiHx koc- 
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Surgical Treatment of Tuberculous and Malignant 
Diseases of the Respiratory System 

CHAS. M. GRIFFITH, M.n,» 

WASHINGTON. D C 


I N our proiirani of treatment of 
tuberculosis, surgical collapse in 
some form plays an important role. 
We utilize chest surgei-y as n supple¬ 
ment to the expectant treatment which, 
after a reasonable trial, ha.s failed or, 
in the light of experience, is do.stined to 
fail to reestablish a resistance balance 
against the disease. 

With our patients able to “take the 
euro” for many months witliout cost to 
thomselvos, a more conservative ap- 
prosveh to collapse therapy is practiced 
than were wo ooiifroiitod, like in.any 
state and municiiial satmtoi-in, witli a 
waiting list that demands a more rapid 
“turnover.” We do not temporize with 
rest until the need for tlioraoic surgery 
becomes urgent, hut after a meticulous 
study of the evolution and present status 
of tlie lungs is coneluded, the surgical 
procedure most efTeetivo for tlic given 
stage is selected. Usually revocable 
measures in ascending grade.s of .sever¬ 
ity are employed, giving each jiroeediire 
a reasonable period to jirove its capac¬ 
ity to control the lesion. 

In 1935 a “Surgical (,'ollapse Board” 
was set up at eacli of the tuberculosis 
centers and at tliose general ho.spilals 
liaving fubereniosis departments. The 
Board consisted of five members: the 

'ModKal Pirrettrr, Mriliiiil iiiitl S'i'rticr VclcranK 


clinical director, tubcrculosi.s .specialist, 
chest surgeon, roentgenologist and the 
ward physician in charge of tlie patient. 
The function of thi.s board has been to 
study each tuberculous patient on ad¬ 
mission, and at three inonflis' intervals 
Ihereaftor, for the purpose of deciding 
whether or not tiie patient slioiihl con¬ 
tinue to receive pas.sivc ti-eatmont or, 
ill the ]jrosenco of npin' 0 ])rinte indica¬ 
tion, surgical collapse therapy. Thc.so 
boards are the modus operaudi for in¬ 
suring intensive treatment of the tuber¬ 
culous process of oacli individual patient. 

In addition, several chest surgery 
oenters have been established at the fol¬ 
lowing locations: Castle Point, New 
York; Otcen, North Carolina; Legion, 
Te.xas; Tucson, Arizona; San Per- 
miiido, California; Ijivermore, Cali¬ 
fornia; Portland, Oregon; Wnsliingtoii, 
0. C.; and Hines, Illinois. In tlie ma¬ 
jority of tlicac ceiiter.s outstanding in¬ 
ternationally known consultant chest 
surgeons are available for consultation 
and the actual oiierative surgoiw. At 
San Periiando, California, we are eon- 
ducting a training course in thoracic 
surgery to which several of our general 
surgeons are assigned’for intensive work- 
in tlii.s ty ])0 of collapse tberaijy. At a 
few of the chest surgery centers (notably, 
Otecii, North Cardlina; Tucson, 

T_rn ..__ ’ 
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California; and Portland, Oregon) ex- 
ceptionallr -well trained full-time chest 
surgeons are performing major chest 
surgery. Several of our younger full¬ 
time iihysicians resident at our chest 
surgery centers are being meticulously 
tutored for the x^wrpose of acquiring 
proficiency in major thoracic surgery. 

At all of our institutions treating 
tuberculous iiatients, the full-time sur¬ 
geons and phthisiologists are comxietent 
to perform and are performing minor 
surgical collapse therapy, including the 
induction of imeumothorax, pneumo¬ 
peritoneum and interruption of the 
phrenic nerve either by exeresis or 
clasia. 

Patients in those institutions where 
major chest surgery is not available are 
transferred to the nearest chest surgery 
center for the indicated operative iiro- 
cedure, which has been recommended 
prior to the transfer by the surgical col- 
laiise board at the selected chest surgery 
center after a study of the clinical 
records and serial chest x-ray films of 
the patient. 

For the twelve-month period, October 
1, 1941, to September 30, 1942, the num¬ 
ber of tuberculous patients treated by 
surgical collaiDse surgery m our thirteen 
tuberculosis hosi^itals averaged 20.2 per 
cent, Durmg this period 7912 tubercu¬ 
lous j)atiejits were under treatment, of 
whom 70.5 per cent were far advanced, 
23.7 per ceiit were moderately advanced 
and 5.7 per cent had minimal involve¬ 
ment. -V marked preponderance of the 
far advanced cases with a majority of 
our patients in the fifth and sixth dec¬ 
ades tends to lower the percentage of 
patients wliose juilmonary condition is 
amenal)le to collapse therapy. 

Inducted })nenmothoi’ax was utilized 
in 1079 cases, while some form of 
jilirenic nerve interruption was made in 
143. Thoracoplasty was undertaken in 
105. intra]tlcural jmeumolysis per¬ 


formed in 11, and extrapleural pneumo¬ 
lysis done in one case. The Monaldi 
operation was employed in 7 cases 
and oleothorax utilized in an equal num¬ 
ber. Thirty-five patients were given col¬ 
lapse therapy by the induction of 
pneumoperitoneum and in 182, to effect 
satisfactory collaiDse, combined opera¬ 
tions were required. In 63 cases com¬ 
plicated by empyema, rib resection of 
thoracotomy was necessary. In addi¬ 
tion, 28 combined operations Avere per¬ 
formed at chest surgery centers con¬ 
nected Avith general hosiDitals. 

The combined operations AA’ere listed 
as folloAA's: 


Pueumotliorax aud Jacobaeus 12 

Pneumothorax and Monaldi 1 

Pneumothorax and oleothorax 7 

Pneumothorax aud phrenic neiu-e 55 

Peuumothoi’ax and pneumolysis 61 

Pneumothorax and rib resection 5 

Pneumothorax and thoracoplasty 14 

Pneumothorax and thoracotomy 3 

Pneumothorax, oleothorax aud 

rib resection 1 

Pneumothorax, phrenic nei’A’e and 

Monaldi 1 

Pneumothorax, phrenic nerA’e and 

pneumolysis H 


Pneumothorax, phrenic neiwe and 
thoracoplasty 

Pneumothorax, phrenic neive and 
pneumoperitoneum 

Pneumothorax, pneumolysis and 
thoracoplasty 

Pneumothorax, pneumoperitoneum and 


thoracoplasty 1 

Phrenic nerA’e and Monaldi 2 

Phrenic nerA’e and pneumonotomy 1 

Phrenic nerA’e and pneumoperitoneum 16 

Pneumonotomy and rib resection 1 

Phrenic iierA’e and tlioi’acoplasty 2 


Phrenic nerA’e, pneumoperitoneum and 

thoracoplasty 2 

Thoracotomy and rib resection 1 

Thoracotomy and thoracoplasty 3 

Thoi’acoplasty and IMonaldi 1 

Thoracoplasty and pneumolysis 1 



m.4s. u. GntFFiin 
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Piieiinimioloniy, tlioraeotoiuy and 
phrenic nerve 1 

PncHiiioiieritoiicinn, Jlonaldi anti 
tlioracoplasty 1 

Pneiinioperifoncuni and thoracoplasty 4 

Total 211 

Seven Imndred and fourteen patients 
iio.spitalizod for pulmonary tubemdosis, 
who were treated by collapse therapy, 
were discharged during the period 
October 1, 19il, to September 30, 1942. 
Of the 470 who received induced pneu- 
niothora.v, 11 were discharged as ar¬ 
rested, 20 as apparently arrested, 5 with 
the clinical status of the pulmonary 
condition quiescent, 271 with the pul¬ 
monary tHberculosi.s still active but im- 
provocl, 103 were unimproved and 60 
died in hospitals. Of the 61 who liad 
some typo of jihrenic nerve operation, 4 
were discharged as arrested, 1 as ap¬ 
parently arrested and 3 ns quiescent. 
There were 27 of this group discharged 
with the pulmonary condition still active 
hut unproved. Nine patients were unim¬ 
proved on discharge and 17 died while 
hospitalized. SL\ty-two patients who 
liad thoracoplasties were discharged, of 
wiiom 5 died while in the hospital, 3 left 
the hospital unimproved, 50 were im¬ 
proved at time of diseliarge, in 2 the pul¬ 
monary disease had reached a quiescent 
stage and 2 cases were apparently ar¬ 
rested. Of 121 patients who received 
other typo.s of coIlap.se therapy, includ¬ 
ing those with combined opei'ations who 
were di.sehargcd during tliis jieriod, 27 
had their hospitalization terminated hy 
death, 24 were discharged unimproved 
and 70 wore improved at time of dis¬ 
charge. 

The immediate rosulf.s of .surgical col¬ 
lapse therapy in our lio.spita!.s during a 
twelve month period may he summar¬ 
ized briefly as follows: 

Died while h()spitii}izecl t.l .1 per cent 

Uniuiprovetl 111.6 *’ ” 


Improved 

38.1 

Quiescent 

1.4 

Apparently arrested 

3.2 

Arrested 

2.4 


Of a total of 192 patients hospitalized 
for nontuberculous respiratory disabili¬ 
ties'and treated by chest surgery during 
the period October 1,1941, to September 
30, 1942, inclusive, 19.3 per cent died, 
10.9 per cent were unimproved, 51.0 per 
cent improved and IS.S per cent were 
cured. The disabilitio.s for wiiicli these 
veterams received chest surgery in¬ 
cluded: abscess, chest wall; abscess, piil- 
monai'V; ah.scess, suhdiaphragmafio; 
abscess, subphrenic; bronchiectasis; 
bronchiogenic carcinoma; cyst, puhnon- 
.ary; empyema with bronchial fistula and 
subphrenio abscess; empyema with pul- 
monarv absee.s.s; omjihyseinn; fistula, 
chest wall; foreign body; gunshot 
wound; diaphragmatic heniia; pleurisy 
with effusion; idouri.sy, suppurative; 
pneumonia; pyopnemuothora.'c; pneu¬ 
mothorax requiring decompression; 
tei'atoma and tumor, benign. 

Rudolph, who performed 244 tlioraeo- 
plastic operations while assigned as full 
time thoracic surgeon at two of our chest 
surgery centers, recently reviewed the 
records and reported on certain features 
of the cases operated on. Slightly more 
than one-lialf of the patients (67) wore 
between the ages of 40 and 50 years, 
1.5 were over 50 years of age, and the 
oklo.st patient operated on was .57. lie 
reported hut one death in this older 
group ns either immediately or remotely 
related to siirgicnl operations. 

Eveiy patient operated on hy Rudolph 
had pulmonary lesions clas.sifiod as far 
advanced, will) cavitation and positive 
sputum, Tlie total mortality rate for 
the entire seric.s was 6..5 jier cent. Of the 
eight deaths in the scries, one ]iatienf 
died witliin twenty-four lioiirs following 
the first-stage thoracoplasty, i, 



12 


llBSPIltATOSY DISEASES 


others died two weeks or more after 
operation. 

The spntnm conversion in Eudolph’s 
series was reported as a whole slightly 
below the average of most other observ¬ 
ers for the one j^ear follow-up, although 
in several cases reported, less than six 
months had elapsed since operation'and 
they could not be fairly considered in 
relation to end results. 

Several years ago it became apparent 
that the mortality incident to cancer in 
the general population was increasing; 
consequently, the Veterans Administra¬ 
tion took steps to make a thorough study 
of the disease in veterans. In the course 
of this studj’- the cooperation of a num¬ 
ber of specialists in the study and treat¬ 
ment of cancer was secured, among 
whom were such prominent specialists 
as Drs. James Ewing, Prank E. Adair, 
Max Cutler, Edwin Merritt, as well as 
a number of other men well known in 
the field of cancer. 

As a result of this study, Tumor 
Clinics were organized at the folloAving 
Veterans Administration Facilities: 
Hines, Illinois; Bronx, New York; 
Washington, D. C.; Atlanta, Georgia; 
Los Angeles, California; and Portland, 
Oregon. 

Each Tumor Clinic is organized so 
that every patient is given the benefit 
of consultation by experts and con¬ 
sultants, as it has been found through 
years of experience tliat no single physi¬ 
cian is alone eomiwtent to treat cancer, 
but the combined efforts of tlie surgeon, 
the x-ray specialist, the pathologist, the 
])hysieist, the biochemist and otlier spe¬ 
cialists are deemed necessary to decide 
upon the diagnosis and treatment of 
each case. 

The Tumor Clinics of the Veterans 
Administration are fully equipped and 
competently manned for the diagnosis 
and treatment of this disease. The 
clinics have on duty cancer specialists 


who have had extensive special training 
and experience in the diagnosis and 
scientific treatment of the disease. It 
may be pointed out here that Tumor 
Clinics have been established at strate¬ 
gic geographic points. 

The treatment of cancer varies, de¬ 
pending primarily upon the site of the 
tumor and the kind of cancer, as well as 
the duration of the disease, although 
other factors maj enter in. Another im¬ 
portant consideration is that of treat¬ 
ment of choice; namely, should x-ray 
therapjq radium or surgery be insti¬ 
tuted. Here again it is emphasized that 
cancer can be treated best in special 
hospitals where the necessary equip¬ 
ment and highly trained specialists 
are available. 

An analysis of the number of patients 
with cancer of the lung, laiynx and 
pharynx treated at Veterans .Admin¬ 
istration Facility, Hines, Illinois, from 
1931 through 1942, showed an annual 
increase, but this is the result of the in¬ 
crease in the average age of the veterans 
of World War I. There was approxi¬ 
mately the same number of patients 
admitted annuallj^ with cancer of the 
pharynx. This finding is probably due 
to the fact that cancer of the pliarynx 
affects a younger age group than cancer 
of the larynx and lung. There were 693 
patients treated for cancer of the lung 
at the Hines Facility during the twelve 
year period, 452 for cancer of the larynx 
and 54 for cancer of the pharjmx during 
the same period, making a total of 1199 
patients in the group of malignancies of 
the larynx, pharjmx and lung. Sixty- 
two of the patients suffering from 
cancer of the lung received operative 
treatment, the operations of choice be¬ 
ing exploratory thoracotomy in 41 in¬ 
stances, pneumonectomy in 13 eases, 
lobectomy in 5 cases and tracheotomy in 
3,cases. In the group of 452 cases of 
cancer of the larynx, 244 operative pro- 
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del primero de octiibre de 1941 al treinta 
de septiembre de 1942, 20.2 por eiento 
vecibieron el tratamiento terapeutico de 
“Surgical Collapse” (Colapso Quiriir- 
gico). 

“Xeuniotorax-Artifieal” fue utilizado 
eu 1079 casos. Eu 244 toracoplastias 
ejecutadas por Eudolpli, escasamente 
mas de 50 por eiento fneron en pacientes 
de 40 a 50 ailos de edad. 

Las Clinicas de Tumoves de la Admin- 
istracion de Yeteranos son discutidas y 
analisadas en el tratamiento de 1199 
casos de cancer de los pulmones, laringe 
y faringe en el Hospital Hines. De este 
nuinero 317 recibieron tratamiento 

lirnrg'ico. 
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DUES EXEMPTION FOR THOSE ENGAGED IN 
ACTIVE MILITARY SERVICE 

At the meeting of the United States Chapter of the 
International College of Surgeons held in Chicago on 
itarch 30, 1941, it was unanimously agreed by the Execu¬ 
tive Council that Associate Members, IMembers and 
Fellows of the International College of Surgeons are 
exempit from iiayment of dues during the period of active 
military service. 




Cirugia Arquiteccdnica de los Huesos* 

(Architectonic Surgery of the Bones) 

ALFONSO ORTIZ TIRADO, W.D„ F.I.C,S. 

Mexico. D. r. 


SUMMARY 

A elnssie discussion eoncpniing 
tlie survival of the bone graft is 
presented. The author hn,ses his be¬ 
lief on the promise that if it is pos¬ 
sible to oultivato a tissue in an 
artificial solution, the sun’ival of a 
graft in sncli an ideal medium as 
the human organism -would seem 
simple. He describes the instru¬ 
ments used in bone graft surgeiT, 
which he refers to as “architectonic 
surgery of the bones.” He also de¬ 
scribes Alboo's tcelmic for taking 
the graft and presents 12 cases. 


D ESEO relatar en este trabajo mi 
exiiericncia personal sobre los 
casos qurnrgicos. de injertos 
osesos eu mi Cliniea, durante cstos dos 
liltimos anos. 

La cinigia recoustructiva de los 
huesos, nsando preferentemente el tejido 
osoo, como material de sintesis, de sos- 
ten, de amarre, do fusion, de transficeion, 
de restifneion de perdidas de substancia, 
dehera tener cu la actnalidad, toda la 
importaiioia qne ha adquirido con las 
sabias ensenanza.s, qne Albce lia reco- 
pilado en 30 anos interniinpidos de va- 

* Treseiited nt the Third International Assembly of 
the Intern.itional College of Surgeons held in Mexico 
Citj*, August, 1011, 


liosa e.xperieneia; lo qne 61 modestn- 
inentc llama “Carpinteria de los 
bnesos,” Yo la titulan'a. “Cirugm 
Arqnitectniea de los Misinos.” 

Existen de un modo general dos 
teorlas qne domiiwn el ambiente sobre el 
use del tejido osoo vivo tornado del niis- 
mo individuo y durante el acto opera- 
torio; los quo creen, quo el fransporto do 
una porcion de hueso quo so sogrega do 
sns incdios de irrigacion, para inoluirso 
on un leobo do tejidos y on contacto con 
superficies oseas reeicu avivndas, consfi- 
tuye un injerto; los inismo que se hace 
con las plantas, conservando susceldillas 
la vitalidad, para sobrerivir a este cam- 
bio; los otros son los que admiten que el 
Imeso segregado de la cironlacion miiere 
y que solo sirve como nn annazon de 
sosteii, inientras son invadidos sns ea- 
nalicnlos de Havers por los capilares y 
llemas carnosas del leeho donde se im- 
planta. 

To ereo que el injerto que lleva en su 
interior celdillas formadoras de bneso 
como son los osteoblastos, puestos en un 
medio propieio de irrigacion y tempera- 
tnra, pnedan conservar su vitalidad bas- 
ta que el injerto adhiere firmemente, con 
sn vector, por un p-roceso semejaiife nl 
callo en las fraetnras. 

Hn razonaniiento muy sencillo pnede 
servirnos para no discutir mas ^.=te 
asunto, qne ba da^'' Uin- • » i<ii-' '•» 

tediosas polemi 
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Carrel en siis medios conservadores 
artificiales puede liacer vivir durante 
afios, tejidos cnyas eelulas siguen vivi- 
endo y proliferando; con ciianta mayor 
razon podran vhdr colocados en medio 
ideal, eomo lo constitnye el interior mis- 
mo de los tejidos afines, banados por la 
misina linfa sanguinea j a la tempe- 
ratura del organismo. 

Solo la presencia de germenes podra 
pertnrbar este proceso. De abi que la 
tecniea de la cirngia de los Iraesos re- 



la. Tumor quistico del 5o metacarpio de la 
mauo izquierdo. 

qniora de enidados esmerados de asepsia. 

Kn lo.-; ea.<o.'^ quo voy a I'elatar he pro- 
eurado de prefereiicia sujetar los in- 
jertns ajusiandolo.^ a los vectores por 
iiu-dio di‘ petpienas eiifias .<:in hacer per- 


foraciones qne debiliten la resistencia y 
sin nsar casi en'ningnn caso, ningiin 
material extraho, salvo el catgut cromico 
en sus nmneros gruesos. El tendon de 



Fig. lb. Total repulsion del 5o metacarpiano pi 
un trasplante oseo. 

Cangiiro produce tan freciientement 
peqiiehos abscesos al nivel de los niidos 
que lo he ido abandonando casi total 
mente. 

Algiinas palabras sobre el instrumeri 
tal usado de preferencia en mis caso 
clinicos. 

La mesa de extension ciijm iiso es abso 
lutamente indispensable; que no podn 
ser substituida por el ayudante mas ex 
perto, ha impreso a la tecnica de li 
eirugia ortopediea un verdadero ade 
lanto. 

Las mesas en uso en mi Clinica son 
lo de Albee y la de S. Ivalan Hawlay. 

Lo sierra eleetrica que ha suprimidi 
casi por completo el cheque quirurgici 
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lo general liacienclo palaiica por un 
estreuio, el injerto podra ser separado 
I'acilmente. 

En iina compresita Inmieda con suero 
caliente, sera envuelto el injerto inane- 
jandolo lo luenos posible. 

Sera sutiirada la lierida, no impor- 
tando qiie el surco queda lleno de sangre 
coagnlada, pues estos coagulos serviran 
para la cicatrizacion del Inieso. 

Un vendaje ligeramente conipresivo 
l)astara para contener la heinorragia 
l)roducida. 

En esta forma el injerto va provisto 
de sus elementos esenciales, periostio 
adherido; Imeso propiamente diclio con 
sns canaliciilos de Havers integros y 
endostio y inednla. 

En estas condiciones y salvo que liaya 
lecesidad de incuvar o modificar la 
forma del injerto, podra ser sepultado 
dentro del lecho preparado y ajustado 
en la forma que menciono al pfincipio 
de este articulo, o bien mantenido con 
suturas (Catgut Cromico) en sus nii- 
ineros gruesos de preferencia. 

KKPOKTKS DE LOS CASOS 

Cttxo Xo. 1: V. R. D.—Diagnustioa.—Fractura i)or 
aplastainiento del cuerpo de la 12a vertebra dorsal. 
Fr.'u’turas simples do costillas sin lesion puhiioiiar. 
Fractura del ciicllo de la oscapula dorccha. Ingreso 
abril l.l do 1041, salid junio 30 de 1041. 

Geiierales.—Mexicano, maseulino, casado, 40 afios, 
cliofcr. 

Molestias Principales.—Gripa on lOlS. 

Fstado Actual.—A principios do enoro do este afio 
tiivo un accidenfe automovilistieo a resultas del eual 
■-c prodiijo I;is fr.-icturas arriba mencionadas. Las frac- 
tur.is (Ic las costillas _v do la oscapula curaron sin 
de jar sccuolas poro la do l;i columiia dojd dolor lumbal 
liajo la cifo-is y tioiio teuilouci.a .a luioorso mas pronuii- 
ci.ada. 

l.xaiiicn Fisifo.—K1 vertico do l:i .jiba correspondo 
a la duodftdma apnfisis osj)iuo dors.al. Dolor provo- 
< ;,do piir pcrcusiiiii oil ol misiiio sitio, 

PuKo.—sii; rc'[dracioiics IS; I’rosidii sanguiiioa 
; tciiipcratiir.'i .'ii'i. il ('. 
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la toma de un iiijuorto do la tibia y su colocaoidn en 
las apofisis espinosas de las tros ultimas dorsales y 
las dos primeras lumbares, segun tecnica del Dr. 
Albee. 

Evolucidn.—Normal. Alta a los dos meses. Con. 
diciones generates y locales buenas. El injerto pron- 
did perfcctamente como lo demuestran las ultimas 
radiografias. 

Caso No. 2: P. 0.—Diagndstico.—Quiste oseo 50. 
motaearpiano derecho. 

Geiierales.—28 aiios, femeiiino, soltera. 

IMolestias Principales.—Dolor. Ligera dificultad on 
los movimientos del dedo moiiiquo. 

Anteeedentes Personales.—^Paludismo y tifoidea 
liaee varios afios. 

Estado Actual.—Hace alguiios meses notd la apari- 
cidii de una tumoraeidn en el dorso de la iiiaiio dereclia, 
liacia el borde interiio, poco dolorosa y que fue ore- 
eiendo muy lentainente. Dificultad para mover el 
dedo peqiiefio. Eii el examen fisieo se encontrd una 
tiiinoracidn liinitada, de consistencia osea, forma 
eliptiea, formaiido cuerpo eon el 5o metacarpio. Ea- 
diologicamente sc encontrd un quiste localizado a la 
diafisis del metacarpiano. 

Tratainiento.—Bajo anestesia local 'se reseed stib- 
peridsticainente la porcidii que comprendia el quiste, 
sill abrir las artieulaciones veeiiias. En el lugar de la 
poreidii de liueso extirpada se colocd un injerto, 
cobriendolo con el periostio y tejidos blandos. 

Evolucidn.—La recupcracidn funcionnl fud perfccta 
y las radiografias rcvelnn una restitucidn anatdmica 
completa. 

Caso No. S; E. G.—^Diagndstico.—Perdida de sus- 
taiieias del tercio medio del liumero dereolio. 

Geiierales.—35 anos, maseulino, casado, polioia. 

Molestias Principales.—^Impotencia funcional com- 
pleta del niiembro superior derecho. 

Anteeedentes Personales.—Infeccidn ludtica en 1934. 

Operaciones Anteriores.—^En 1935 le dieron un 
balazo en el brazo derecho. La priniera operacidn fud 
hcclia para extraer el proyectil y pequefias esquirlas. 
Ln segunda para hacer una osteosintesis con alambre 
de plata y la tercera para quitar el alambre. 

Estado Actual.—Cuando fud operado para quitar el 
alambre fud porquo se habia infectado el luieso. Al fin 
cedid la infeccidn pero quedd la perdida de sustancia 
ya mencionada. 

Examen Fisieo.—La circulacidn y la inervacidn 
abajo del codo se encuentran perturbadas. Los movi¬ 
mientos activos del antebrazo y la mano son suma- 
iiiente dificiles y limitados. Ligera anquilosis del 
codo. 

Andlisis Laboratorio.—AVassermann ligeramente 
positive. Resto do la pruebas normal. 

Rayos X: pdrdida de casi todo el tercio medio do la 
diafisis. 

Tratamiento.—Un injerto de iinas 6 pulgadas sc 
fomd de la tibia izquierda y se empotrd en los ex- 
tremos libres de la diafisis, despues de haberlos libe- 
rado y extirpado el tejido cicatricial. Se aplico aparto 
eiiyesado do aereoplano. 

Evolucidn.—Normal. El paciente fue visto por 
ultima vez en enero de este auo. La recupcracidn 
funcional era casi completa, salvo por la anquilosis 
incomplefa del codo. Las radiografias mostraron la 
pcrfecta union del injerto y aim su engrasamiento. 

Caso No. i: F. A*.—Diagndstico.—Pdrdida do sus¬ 
tancia del tercio medio de la diafisis ladial dereclia, do 
origeii trauniatico. 

Geiierales.—25 afios, policia, m.-u-ciilino. 

Medico Kneargado.—Dr. Alfonso Ortiz Tirado. 

Molestias Piincipales.—Impotencia funcional com- 
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Fig. 2. Praetura poj aplastamicato del euen»o de la 12a vertebra dorsal, 
i. Vista lateral b. Vista dorsal 


pletn del antebrazo j* de la mano dcreclia. 

Antcccdentes Persouales.—Goaorrea hace 5 afios. 
Debe ocaslonalmentc. 

Operacioaes Anteriores.—^Pnniera operaeWn para 
(Irenar la herida infectada producula per !a bala que 
liizo una fractura con imnuta y espuesta del radio 

Estado Aeiiial—La lufeccidn de que sc aeaba do 
liablar euro pcio deju una pdrdidu de suslanda de 
casi todo el tercio medio de la dWfisis. En estas con- 

• fuiicional del antc- 

respiraciones 20, pic- 

sidn sanguinea 125-05 

Pmebas de Laborntono—\Vasi'einjanu negativo. 
Otins pruebas normales 

Tratamiento.—Incision de 7 pvilgadas sobic cl bordc 
oxterno del antebiazo drreclio, dc‘<de im poco abajo del 
codo hasta eucima de la muueca. Se liberaron los 
enbos radiales. Se quitd el tejido cicatricial. Un 
injerto tornado de la tibia se introduio en los cabos del 
ladio para reeiupluzai u ia diafisis pdrdida. La 
lierida so satuid v eubiid de la manera csual, y la 
operaeidn termiiid con l.i aplicacidn de un enyesado 
de la Rutad del brazo a la palnia de lii nmao. 

Evolucidu—Normal Radiografias tumadus dos 
raeses mas tardo revelarou quo el injerto babia "preu- 
dido admirablementc Ademiis la recuperacidn fun* 
Clonal notable 

Case Ko. S, A M.DeL—Diagnd>tico. Micloplaxoma 
de la epifisis superior de la tibia dereeba. 

Gcnerales.—Meiicana, casada, 30 afio'^ de edad, 
Iflbores do »u bogar. 

^^olc.sfla‘l Prnicipales—Pobn en la rodilla, dis- 
mmucidn dc lu iiiotilidad cn la rodilla on parte por 


dolor y cn paite por cl aumeiito dc voluincu de hv cx- 
tremidad superior de la tibia. 

Antecedentee Peisonalev—Ha tenido do.s bijos que 
riven y son sanos. 

Estado Actual.—A principios de 1937 !e empezd a 
doler la rodilla dereeba y poco despues le empwo a 
creccr, principnlmcnte abajo de la lotula Sigui6 ere- 
ciendo poco a poco hast.a alcanzar nifts o nienos im- 
posible cstenderln coinpletanipnto como la del lado 
sano. El dolor nnmentd pero no proporcioiialmentc. 

Exameu Fisico y Badioldgico.—So nota un tumor 
abajo dc la lotuia esfcroidal, duro } de superficie re¬ 
gular La piel cs noiinal saho la prcBcncia de gruesaB 
veuas. Las radiografias levclan la total dostniccidn de 
1.1 epifisia tibia! superior, sin fitaquc a la articiilaciou 
HJisma, nsi conio marcada dccalcificacidn dc la rdtulo 
y la epifisis inferior de femur. Radiogiafias do otras 
partes del esqucleto 10 niucstran nnrnmi. 

Aaiihsis de Lnborntorio—Pmebas preoporatorias 
uormales La biopsia r.'ipida durante la oporacioii 
rerelo tratarse de un tumor quistico formado cn su 
inaj’oria por rnieJoplaxas. 

Tiatamiento.—Por medio de una larga ineisjoii an¬ 
terior se cxcinilid la pared anterior del tjuistc par- 
cialiHcnfe y ei eontemdo fue raspado cuidadosamentc 
hasta encontrar Jiueso sano, pero sin nbrir la articula- 
cion de la rodilla. La caxadad rcstnnte fue rcJlennda 
con gasa laselinadu esteiil y no so suturd la piel. 
Aparato cnyesado. 

Erolucidn.—Las ultimas radingrafias 
considerablemente rccogimieiito de ia ravidad y n*- 
generacidn de ba epjfi*}9. Se le prncticarii u« ia- 
jorto para apre.surar In rcooji'itnircis^ del ’ 
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dospiics (le la fractiira cle ambos huesos del antebrazo 
izquierdo. 

Generales.—Mexicaiio, masculino, bianco, casado, 35, 
afios, policia de transito. 

Molestias Principales.—Impotencia funcional de la 
niano y antebrazo izquierdos. 

Antecedentes Personales.—Amigdalitis crdnica en 
la infaneia. Gonorrea en 1926, sifilis en 1930. 

Opcraciones Anteriores.—Ainigdalectonna hace 
veinfe aiios: priinera operacion para reduecidn abierta 
alanibre de plata para la osteoslntesis, fue un fracaso 
y did por resultado pseudoartrosis. Segunda operacidn 
en el antebrazo, cuatro inesos despues de la primera, 
usando placas y tornillos, fue aim peor y did osteo- 
inielitis. Una tercera operacidn fue necesaria para 
sacar las placas y tornillos. 

Estado Actual.—Hace trcs afios yendo en niotoei- 
cleta chocd cayendo sobre su brazo doblado y pro- 
ducicndose una fractura de ambos huesos del ante- 
brazo, transversal, en su tercio medio. Una semana 
despues del accidentc, se liizo la primera operacidn y 
de.spiids las otras como ya se dijo antes. Las eon- 
diciones del paciente cuando ingresd a mi Clinica cran 
las dcrivadas de pseudoartrosis, es decir; impotencia 
funcional total de la mano y antebrazo enfermos. 

E.xamen Fisico.—Temperatura 36.5 0, pulso 72, 
rospiraciones 19, presidn sanguinea 120-70. 

E.xamenes del Laboratorio.—IVassermann positivo. 
Rcstos do los analisis y pi-uebas preoperatorias normal. 

Tratamiento Antiluetico.—Intenso. 

Tratamiento.—Bajo anestesia general por ciclopro- 
pano so practied la siguiento operacidn: incisidn de 6 
pulgadas sobre la cara anterior del antebrazo, ex- 
tendidndoso de dos pulgadas abajo del codo liasta la 
mufieca. Toda la pseudoartrosis fue e.xtirpada de- 
.iando al final cuatro cabos oseos libres. Se tomd en- 
tonccs un injerto dsco de la tibia izquierda y se di- 
vidid on dos por su eje mayor. El siguiente tiempo 
fue fijar estos injertos oseos autdgenos en los cuatro 
cabos del radio y ciibito a manera de reemplazar las 
poTciones perdidas de las correspondientes diafisis. La 
liorida fue suturada y cubierta de la manera habitual 
concluyendo la operacidn con la aplicacidn de un 
enycsailo do la mitad del brazo a la palma de la 
mano. 



Fig. ... Pseudoarthrosis desftnes do la fractura de 
.air.li'.s hiit-so> del :intobrazo izquierdo. 


l.i .ilufO'n.— Xormal. K1 [i:o-ii-nto salid do la Clinica 
ul qair.'-c:!.' dia. 1-1 aj'arato sc quitd .-i los sc.senta. La 
r.•-’iT'.Ta.-jou luu.-inaal h.a sido e.asi comjdeta. 


Caso Eo. 7: J. P. L.—Diagndstico.—Pseudoartrosis 
del tercio superior de la tibia derecha. 

Generales.—Mexicano, bianco, casado, 33 anos de 
edad, policia de transito. 

Molestias Principales.—Impotencia funcional de la 
pierna derecha. 

Antecedentes Personales. Changro sifilitico en 
1926. 

Estado Actual.—El 10 de abril de 1940 en un 
accidente de aviacion se liizo una fractura e.xpuesta del 



Fig. 4. Quisle de la epifisis inferior del radio 
derecho. 


tercio superior de la pierna derecha, la cual se in- 
fecto y le dejo una mala consolidacion. Sendoartrosis. 

Examen Fisico.—Motilidad lateral de la pierna. 
Imposibilidad de permanecer de pie sobre ella y de 
usarla para caminar. 

Analisis Laboratorio.—Wassermann y reacciones si- 
niilares fuertemente positivas. Otras pruebas normales. 

Tratamiento.—^Despues de corto pero intensive tra- 
tamiento antisifilitico fui operado con raquianestesia, 
efectudndose con las sierras paralelas un injerto por 
despizamiento tornado del fragmento inferior y colo- 
cando el p'bdazo superior del injerto en el lugar de- 
jado al correr el inferior. 

Evolucion.—Muy buena. A las cuatro semanas so 
le permitia caminar con muletas y a los trcs meses 
la recuperacidn anatdmica y funcional era completa. 

Caso No. 8: A. S.-E.—^Diagndstico.—Quisle de la 
epifisis inferior del radio derecho. 

Generales.—Jlexicano, masculino, bianco, casado, 
34 aiios de edad, profesor de quimica. 

Molestias Principales.—Disminucidn do la motilidad 
do la mufieca. 

Estado Actual.—Hace un aiio empezd a notar quo 
su muneca derecha aumentaba de volumen, espeoial- 
mente la epifisis inferior del radio, muy despacio pero 
de modo constante. Como la tumoracidn era indolentc 
no le puso la menor atencidn. Conforme pasd el tiempo 
y por el aumento de volumen los movimiento de flex¬ 
ion y extensidn de la mano se limitaron parcialmentc. 

E.xamen Fisico.—Un tumor de forma esperica, con- 
sistencia dura, y superficie regular se encontrd sobre 
la cara externa de la mufieca derecha. Mido l^/d pul- 
gada de difimetro. 

Las Eadiografias.—Jlostraron un quisle dseo bien 
iimitado, do parodcs delgadas, situado inmediata- 
mente arriba del cartilago diartrodial, pero sin invadir 
la articulacidn. 

Pruebas del Laboratorio.—Xormales. 
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Cerebral Injuries* 


MAJOR MANUEL SANCHEZ GARIBAY 

MEXICO, D.F., MEXICO 


T he subject “Cerebral Injuries” is 
a most timely one in view of the 
present world conflict. Serious 
craniocerebi'al injuries are divisible 
into two main classes: closed wounds 
and 01)011 ones. Neither is foreign to 
military ex)ierieuce. Before considering 
these two types of craniocerebral in- 
uries, it would be best to say something 
.tl)out cerelii’al concussion, which is com¬ 
mon to all. 

Cereliral concussion may be described 
as a state of coniplete unconsciousness 
resulting from the application of phys¬ 
ical force to the brain. It develops iii- 
stantaneously. It is not caused by, nor 
necessarily associated with, any gross 
changes in the nervous tissue such as 
lacerations, contusions or hemorrhages. 
It is of relatively brief duration, and 
from it the patient makes a complete 
recovery without any secpielae. It is 
worth emiihasizing tliat the period of 
unconsciousness which results from 
simple cerebral concussion is alway.s 
l)rief. 

The patho-pliy.sioloiiy of cei'ebral cou- 
en.-sion and its dc\(‘lopmcnt is still tlie 
subject of con>idcrab!c coiltrovcrsv. 
'ihere ;ire those who believe that these 
brii‘1 -.tates of unconsciousness are in 
some way intimate]) reiate<l with rapi<I 
acceleration ot rapid deceleration of the 
mental pioce--.-^. Ill what war that in- 

' ' ■ ’ • • ■■ '■ - " ■ ' .. . , 
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terferos with the nervous function or 
what changes are produced wdthin the 
nervous tissues is unknowm. Others, sup¬ 
ported by the recent ivork of Scott, are 
of the opinion that cerebral concussion 
results from blow's to the head of suffi¬ 
cient severity to increase the intra¬ 
cranial pressure momentarily above the 
level of the systolic blood pressure, thus 
jn-oducing a complete but very tempo¬ 
rary cerebral ischemia. 

Obviously, if only cerebral concussion 
resulted from craniocerebral injuries, 
they would not be a matter of great 
concern. It is the more serious and 
severe injuries, so often associated with 
cerebral concussion, that really excite 
our attention. For consideration of 
these more extensive injuries, it is W'ell 
to divide craniocerebral injury into two 
classes, as w'e have noted before—the 
closed and open wmunds. 

CLOSED W’OXINDS—CONTUSIONS 
AND LACERATIONS 

Bruising of the surface of the brain, 
so-called contusion and laceration, is the 
most common gross injury to the brain 
produced by craniocerebral trauma. 
Obviou.'^ly, contusions and lacerations of 
Ihc cerebral .substance can be produced 
by depressed fractures and by the pene¬ 
tration t>f foreign bodies. Far more 
common, however, is the contusion and 
laceration of the surface of the brain 
which occurs a.s the result of blows to the 



iUXDEL SAKCHBZ GABIBAT 


head whore there is no penetration of 
the intracranial cavity. These changes 
are always the most severe in the softer 
cerebral cortex, often to the exclusion 
of the underlj-ing white matter. There 
are certain parts of the brain which are 
particularly susceptible to this type of 
trauma—the oi'bital surfaces and tips of 
the frontal lobe, the lateral surfaces 
and tips of the temporal lohes and, less 
commonly, the tips of the occipital lobes. 

As has long been well known, such 
damage to the cerebral cortex is often 
found in that part of the brain opposite 
the point at which the impact was de¬ 
livered to the skull —contra coup injury. 
Such injuries to the tips of the temporal 
lobes and tips of the frontal lobes com¬ 
monly produce no direct neurologic evi¬ 
dence of their presence. However, 
because the principal blood supply to the 
cerebral cortex comes from blood ves¬ 
sels lying in the pia mater on its surface, 
and as these blood vessels must of neces¬ 
sity be torn when the cortex is toi-n, the 
most typical manifestation of such con¬ 
tusion and laceration of the cerebrum 
is blood in the cerebrospinal fluid. Trau¬ 
matic subarachnoid hemorrhage is, 
therefore, practically prima facie evi¬ 
dence of lacerations of the cerebral cor¬ 
tex. Of this hemorrhage, we shall have 
more to say later. Occasionally, of 
course, contusions and lacerations of the 
cortex may occur in such regions as the 
precentral area where they give rise to 
localized convulsions and paral 5 ’ses. 

EDEMA 

In recent years, much has been said 
and written about the appearance of 
cerebral edema, as the result of cranio¬ 
cerebral injury. The experimental work 
of Pilcher lias raised considerable doubt 
as to whethei- cerebral edema ever occurs 
as the result of cerebral concussion. 
With more severe and e.xtcnsive injuries 
to the brain tissues, edema doubtless 


does occur, but its importance has been 
greatly overemphasized. In fact, manj' 
surgeons have become so impressed with 
the importance of cerebral edema that 
they not only dens’ to their patients 
necessary fluid but, b}’ the use of various 
deh 5 -drating agents, rob them of what 
little they have besides. It is surprising 
how many people have lost sight of the 
fact that it is impossible to subtract fluid 
from an edematous brain without at the 
same time taking away valuable and im¬ 
portant fluids from all other tissues of 
the body as well. 

Careful observation of the patient is 
essential if the complications are to be 
promptly recognized and adequately 
treated. Of these, the intracranial hemor¬ 
rhages are the most important. The ex¬ 
tradural and subdui'al hematomas give 
rise to the symptoms of cerebral com¬ 
pression and demand prompt evacua¬ 
tion. Intracerebral hemorrhages give 
rise to similar manifestations but are 
extremely rare. Subarachnoid hemor¬ 
rhage is the most common type of bleed¬ 
ing to result from cranial trauma, 
causing meningeal irritation, and the 
treatment is spinal puncture. Small 
hemorrhages into the brain stem, pons 
and mesencephalon are common and are 
amongst the most frequent causes of 
death from craniocerebral injury. Such 
hemorrhages often cause prolonged 
periods of unconsciousness, paralysis of 
the oculo-motor nerves and disturbances 
of the temperature-regulating mech¬ 
anism. 

COMPOUND CRANIOCEEEBR.\L WOUNDS 

Open craniocerebral wounds, pro¬ 
duced in wav, usually by the penetration 
of foreign bodies, demand prompt and 
eflicient ti’eatment if a high mortality is 
to bo avoided. This treatment divides 
itself automatically into two stages. j? 

Treatment at or ne ‘t'C frg*’\whore' 
one is pressed for ' ''rl 
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llio lack of proper equipment, slioiild be 
confined to necessary first-aid treatment. 
Morphine, so valuable in the treatment 
of wounds elsewhere in the body, should 
1)e avoided, if possible, in the treatment 
of craniocerebral wounds. 

Shock should be treated promptly, not 
with stimulants and heat, but with intra¬ 
venous administration of plasma and 
blood, or other fluids if those are not 
available. Sulfanilamide should be 
dusted into the open cranial wound and 
a sterile dressing applied after the ma¬ 
jor bleeding points have been controlled. 
First-aid treatment should not extend 
beyond these simple but important 
measures. 

Having given first-aid treatment, it 
now becomes important to transfer the 
patient to some point back of the lines 
where time, equipment and personnel 
are such as to give the adequate treat¬ 
ment the patient deserves. This transfer 
should he made promptly, for if one is 
to avoid serious infection it is best that 
final and definitive treatment should 
take place within twenty-four hours. 
Before operation has begun upon this 
ojieu craniocerebral wound, it is im¬ 
portant that shock has either been con¬ 
trolled or is being adequately treated. 
The head should be completely shaved 
and thoroughly cleansed. X-ray jiictures 
of the skull should have been taken so 
that the surgeon may be as completely 
informed as possible as to the natui'e 
of the wound which he is about to 
ex[)loi-e. 

'rile wound should tlnm be ojieued by 
an ade(iuat(‘ incision so as to provide the 
surgeon witii ample room in which to 
work and in which to insjioct tin* trauma. 
Fifty, brui-ed ti-^ue '■Imnld lie thor- 
ougliiy lemoved by cutting away, bv 
irrigation and b\ -uetion. 'i’hi> inclnde- 
imt i'nl\ ii-!i;>>\al nf Iiaumati/.ed and 
liirty -cahi but !'.-mo\aI i>\ t'!agmente<i 
aui] (tinia.nnnated bum-, tion and con¬ 


taminated meninges and ^ contused and 
soiled brain tissue as well. It is im¬ 
portant that all fragments of bone which 
have been driven into the brain be re¬ 
moved; the bullet also, if it is readily 
accessible. After thorough debridement 
and irrigation of the wound and control 
of all bleeding ‘points bj^ the use of irri¬ 
gation, suction, electric cautery, bits of 
muscle, silver clips, etc., the entire wound 
should be dusted with sulfanilamide. 

Sulfathiazole should not be used be¬ 
cause of the danger of producing con¬ 
vulsions. Adequate debridement and 
thorough cleansing render drainage un¬ 
desirable. There is still considerable 
debate as to whether or not the dura 
mater should be closed. If it is possible 
to close the dura mater by itself, then 
certainly that is desirable. Transplants 
from the fascia lata or from the perios¬ 
teum, which are of necessity deprived of 
their blood supply, should be avoided. 
There is no argument, however, regard¬ 
ing the scalp. It should be closed tightly 
over the defect of the skull, even if that 
requires making incisions elsewhere in 
the scalp and transferring portions of 
the scalp to close the defects produced 
by the missile. After such an operation, 
it is important that the administration 
of one of the sulfa drugs, preferably 
sulfadiazine, be continued and the 
wounds be watched closely for the pos- 
sihle development of infection. In the 
event that any evidence of infection ap- 
imars, the wound should be immediately 
opened and proper drainage instituted. 

By the pro]ier and intelligent coordi¬ 
nation of a sound knowledge of anatomy 
and physiology of the nervous system, 
of the symptomatology of neurologic 
diseasi* and of sound surgical principles, 
it will he |iossihle (o give our soldiers the 
iut><!ieal care and allentioii which they 
dcv(.i v(* and to I'educe the mortality iind 
iiKiriiidity to a level connnensuratc with 
mo<Ifrn medical progres.s. 
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liESUME 

Deux gi'oupes do traumatismes oranio- 
cerobraux soiit etiidies: les contusions ot 
lacerations fermees et les plaies ouvertes 
dues ii la penetration de corps etrangei-s. 

Un diagnostic precoco et uu arret de 
I’lieiuorrliagio sont essentiels dans les 
plaies fermees. L’auteur est d’avis que 
I’oedenie dans oes plaies ii’a pas la 
grande importance qu’on lui a attribue. 
Les plaies ourertes sont traites au front 
immediatement, administration intra- 
\'einouse do plasma sanguin, einploi de 
sulfanilamide et pansoments steriles. 

Dans les stations d’arriere les rayons-x 
precedent le debridement, I’irrigation des 
plaies et I’application de sulfanilamide. 
L’omploi du sulfatbiazolo est contre- 
indique, car il pout provoquor des con¬ 
vulsions. N’ayoz pas recours au gref- 
fago de fascia on de perioste sur la 
duve-mere. 

SUMAniO 

Dos olases o grupos de hcridas oarnio- 
oorcbrales son disontidas; horidas cer- 
radns (oontusiones y lacoraoiones) y 
horidas abiertas eausadas por penetra- 
oion de cnerpos extranos. Pronto ro- 
conocimiento diagnostico y trafajuionto 
de bemorragia pn beridas eerradas es 
esoncinl. Bs la opinion del antor quo la 
importaucia de la edema en csta clase 
de boi'idas o trauma.s es e.xagerada. 


Horidas abiertas debou rocibir atcnsion 
de primer-auxilio en la llnea-frente de 
batalla quo incluye la administracion 
intravenosa de plasma de sangre, apllca- 
cion de sulfanilamida y cura a telas 
esterilizadas. 

Kadiografia debe aiiticipar la opera- 
cion de “debridement” en las estacioues 
de rctaguardia, irrigaciones antiseptieas 
y aplicaoion de sulfanilamida. El uso 
de sulfatbiazolo es coiitramdicada, por 
poligro de causar convulsiones o es- 
pasmos. 

El uso do fascia-lata o periostmiu 
como trasplante para la dura mater debo 
ser evitado. 

Abtop Tp.ii.'TyeT o Aoyx rnnax <iepeniio- 
MO3r0Bi.!x nopajreiiiiin • r.iyxiix ii OTKptiTLix. 
Bucxpoe pacnosnaniie u xeaenne KpoBoie- 
aeniia urpaer BaiKiiyio po.iB npn BaxpLiTBix 
paiieiniax. Po.n, .voaronoro orexa npej-Bejiii- 
■len npn btiix paneiinnx OfEpMTBia pane- 
nnx nyaciio xenilri, bo ifipoiiTOBOfi .inniin, 
BK-nosan nepe-uiBanna n.xassiLi, ynoTpeC.Te- 
nint cyMBiJja npenaparoB n CTepnJiLni.ix 
noDaaoK. Bee 3to ae-xaeTca noc.ie penire- 
HOocKHX cHiiitoK. Cv.TBt^aTiraao.i npoxuno- 
vKaaan, xax xaK on iio:Kex npnxnnnxi. 
KonBy.ii.cnn. 

Anxop npoxiiB nepeca,XKn iltaciuin nxn 
na,XK0CXHinni.t b xiiepAyio MoaxoByio 060- 

• lO'IKy. 
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Una Modificacion a la Tecnica de 
N eumo ventriculogr af iz* 

(Modification of the Technic of Ventriculograp}!^) 

M. VAZQUEZ, M.D., F.I.C.S. 

MEXICO, D. F. 


SUMMARY 

The author offers the following 
modification of the technic of ven¬ 
triculography : Each of the two ven¬ 
tricular trocars is connected bj’’ 
moans of a short rubber tube to a 
suction and pressure valve mounted 
on a 2 c.c. syringe. The two sjudnges 
are fixed and so placed that they 
can be operated synchronously with 
one hand, and in such a way that 
while the ventricular needle is as¬ 
pirating the cerebrospinal fluid the 
the other injects into the ventricle 
an equal amount of air. 

Because of the importance of de¬ 
termining the patency of the fora¬ 
men of Monroe, the operation is 
begun liy injecting through the air 
syringe one-half of 1 c.e. of a solu¬ 
tion of indigo carmiiie which shoukl 
appear rapidly in the fluid with¬ 
drawn. This procedure may be con¬ 
tinued until all of the spinal fluid 
is replaced with air from the ven¬ 
tricular system. If the operator fails 
to obtain a colored solution after 
witiidrawing two, or at the most 
three, syringes full of the fluid, he 
should imimHliately perform a dou¬ 
ble puncture of the ventricle that 
has been injected with the colored 
solution and through it replace its 
fluid with air. The same procedure 
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is then performed in the opposite 
ventricle. 

The clinical course of fourteen 
cases so treated, seems to justify 
the author’s opinion that when pa¬ 
tients are subjected to this modified 
form of pneumoventriculograpliy, 
they exhibit a great tolerance to the 
injection of air. This was particu¬ 
larly noted in the cases that were _ 
not immediately operated upon, and 
in whom the air was allowed to be 
reabsorbed spontaneously. 


S ON ya muy bien conocidos los pro- 
cedimientos que desde que el genial 
neurocirujano, Walter E. Dandy el 
ano de 1918, se ban venido utilizando con 
pequenas variantes para hacer visibles 
los contornos de las cavidades ventri- 
culares cerebrales, con fines diagnosticos 
de existencia j’- de loealizaciones de pro- 
cesos neoplasicos de los elementos ana- 
tomicos de eraneo y cerebro. For esta 
razon y en obvio de tiempo que en esta 
ocasion estamos obligados estreeliamente 
a ahorrar, no me oeupare de ninguno en 
particular sino solo tratare de expiicar 
lo mas breveraente, cual es el fundamento 
de la modificacion ciue hemos intro- 
ducido, en concepto miestro con resul- 
tados ampliamente favorables. 

f-os pacientes (jue deben ser sometidos 
a la exporacidn por medio del estudio de 
sus cavidades ventriculares, sufren mny 
eomunmente, pudiera eslablecersc que 
son constantes sus trastornos, por la 
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coiiiunicacion interventricular se lia per- 
dido, lo cual debe ser advertido muy 
cuidadosamente para no inyectar aire en 
un ventriculo que no se vacia, aiunen- 
tando asi la presion interior de manera 
peligrosa, debe liacerse puncioii doble, o 
usar traear de doblecorriente para eada 
ventriculo con lo cual el dispositive puede 
trabajar sin dificultad mayor. 

Se comprende que en ocasiones no hay 
posibilidad para localizar con el trocar 
alguno de los dos ventrieulos, en cuyo 
caso la puncion bilateral es imposible; 
la resolucion es identica a la del caso 
en que el agujero de Monro de alguno 
de los dos ventrieulos esta impermeable, 
es deeir se punciona y cambia el liquido 
por aire de un solo lado. 

La eondicion de evitar las modifica- 
ciones de presion intraventricular, hasta 
donde tecnicamente es posible, mediante 
este proceder, ha dado para nosotros los 
nnis favorables rcsultados desde el punto 
de vista de la yugulaeion, podriamos 
asentar, eompleta, sin caer en exagera- 
cion, de lodos los trastornos inmediatos, 
provenientes de la trepano-puncion. 

Es verdad que el mimero de nuestros 
pacientes es aim niuy pequeho mas 
eslando habituados a ver en el trabajo 
corriento de varies anos, que ninguno de 
ellos, ha dejado de manifestar aunque 
fueso molestias, cpie si no de mayor im- 
portaneia son siempre muy desagrada- 
l)les. nos ilaino altaniente la ateneion que 
en el primero d(* aquellos en quienes se 
ha puesto en practica esta modalidad de 
tropano-punciuii, no Imbiese el menor 
trastorno de inodo que aiin fue posible 
que el siijeto se transladara eaiuinando 
iionnalniente y >in Mirriiniento alguno, 
a la iin-sa di- ra\os X. I.uego los eauil)ios 
*le pi'>iciu!! para tomar los diversos 
a^p'•^■t<l^ df las ea\ idadf> Vfntri<-uiares. 
(i!if i’linii' <•> liifii --tihidii \ ya se dejd 
;i:i‘’tado en liaea.' antermres. [irodueen 
el au!:i'‘nto ei'a>ideialile de la eetalea 


residual, no produjeron en el, la menor 
niolestia. 

La impresion que este primer caso nos 
produjo fue la de que ademas de la 
influencia que pudiera tener el proeedi- 
miento, nuestro enfermo habria de tener 
una tambien tolerancia, que aunque ante- 
riormente, no habiamos visto, en ninguno 
podria en el caso, ser, con aquella, lo que 
hubiera determinado la perfecta condi- 
cion en que quedo el paciente despues de 
su trepano-iouncion. No obstante a este 
han seguido eineo mas j en todos ellos, 
por cuanto se refiere a los trastornos in¬ 
mediatos no ha habido alguno digno de 
anotarse. 

No sucede lo mismo con otro grupo de 
fenomenos seguramente de mayor iin- 
portancia desde el punto de vista del 
peligro para la ^dda, que se pi'esentan 
tardiamente digamos de cuatro a diez 
horas posteriormente a la trepano- 
puncion. Estos son fenomenos propios 
de la eondicion de hipertension intra- 
craneana, violenta y brutal acompanada 
de edema agudo de eerebro. Ya se sabe 
todo el gra\dsimo peligro que esto 
acarrea y la necesidad imperiosa que 
obliga al neurocirujano a practicar su 
intervencion quirurgica inmediatamente 
despues de haber tornado las ventriculo- 
grafia. 

A deeir verdad, no obstante, la inter- 
' vencion por si sola no seria en la gran 
parte de los casos suficiente para evitar 
los trastornos y peligros tardios de la 
trepano-puncion si no fuera porque de- 
Iil)erada o accidental o necesariamente 
durante las maniobras quirurgicas se 
abre el ventriculo cere])ral y se expulsa 
asi el aire contenido dentro de el. Aun 
existe como resultado de la observacion 
(b- que el aire produce una rapida v 
aliiuidante secreciun de liquido cefalo- 
ra(}uideo jior irritaeidn de los plexus 
el recur.so de puneiojiar nueva- 
tii'-nte una <> la.< dos cavidades ventri- 
fiilares. para darle salida cuando la 
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pitimcioii post-opcraforia dc! pneiento 
piincioiiado inanificstii (|ue comienxmi a 
prcseiitarso los tra-stonios tardios. 

Asentado lo anterior crcciiios q«e si 
liay algiina necesiclad o interes tern- 
peutico en proceder a la intervencidn in- 
inediatainente despnes de liaber practi- 
cado la trepano-piincion, con la modali- 
dad ya desctita, no liay inconvcnicnte 
algnno en liacerlo, dadas las inapnifieas 
condiciones an quo queda ol paciente 
segim nnestras oljservnciones. Mas 
cuando por cirennstanoias especiales no 
sc ha de proceder a oporar inuiediata- 
mentc despnes de tomadas las radio- 
grafias de las cavidades %'entriculares, 
puede aplazarse el acto operatorio con 
solo llenar una condioidn esencial eon- 
sistente en evacuar el aire contenido en 
los ventn'eulos y snstitnirlo por suero 
fisiologico lo cual es ituiy facil y segnro 
de hacer sin modificar la presion in¬ 
terior Imoiendo uso nuevaniente de la 
dohle jeringa que pennito toinar el suero 
de un reoipiente, introducirlo a una eavi- 
dad ventricular en cantidad rigurosa- 
inente igual a la del aim quo sale por el 
otro trocar y el cual una rez expuisado 
totalmente, dara paso al propio suero 
que inyectado por un lado, sale por el 
otro sin camhiar su presion pues sola- 
mente es reniovido en el interior de la 
cavidad ventricular. 

Bn ostas condiciones hemos podido ver 
qne los peligros no raras veces inortalcs 
que anienazan a estos pacientcs, ya tan 
delioados por la propia naturaleza de sn 
mal, hail desapareeido segnramente en 
una proporcidn inny iniportaiife. 

No es posible dejar pasar inndvertida 
la siguiente consideracidn: El cambio de 
h'qnido eefalo-raquideo por aire inediante 
cl proeediniiento descrito, se verifica por 
la salida y la entrada de cantidades 
iguales posibles de medir en las jeringas; 
la presion sin embargo debe variar 
annque sea en muy pequenas propor- 
ciones pnesto que el aire al ponerse en 


contacto con las paredcs de las camnra.s 
vcntricnlarcs adqniere mia temperatnra 
mayor qne la del medio ainbicnte lo cual 
debe prodneir un aumento en su volnmen 
que si bien no ba resiiltado clinieaniente 
apreciable, teoricamente si es de fener.se 
en euenta. 

Lo ideal desde este punto de vista 
seria renlizar un desideratnm qne lin 
ocupado la atencion de todos los qne 
trabajan en estas cuestiones y qne con- 
siste en cncontrar ima siibstancia soluble 
en p] liquido cMalo-raqnldco, opacn a los 
rayos X, no irritante, no toxica, es deeir 
de reaceion neiitra que por rcmocion del 
liquido cefnio-raquidoo bccba con el dis- 
positivo de doble jeringa cuyo funcion- 
amiento ilustrare enseguida con una 
pelicnla, y por la mezcla de dieba sub- 
stnncia con el propio liquido, este sc 
tornarn fnmbien opaco al rnyo X con lo 
cual podrinn obtenersc los mejores I’c- 
snltados desde el punto de vista de que 
no se cansarian al paciente niiignnas 
molcstia.s y por otro lado se obtcndrian 
innigenes pcrfeetns cnyos contornos, 
forma, volmnen, desplaznmientos etc. 
serian posildos de interpretar eon las 
mayores seguridades. 

Esto lo teneinos en estudio a investi- 
gamos actiialmentP las posibilidndes de 
realizacion utilizando algunas sales do 
metalcs i-aros con el fin de baeer do la 
trepanopnncion nn proeediniiento litil e 
inocuo on la forma mas cstricta no ob¬ 
stante que consideranios qne dicbo pro- 
cedimiento de exploracion, vn a ser muy 
pronto desalojado por las exploraeiones 
de los potenciales electrico.? cerebralos, 
con las cualcs bemos podido establceer 
diagnostieos de una precision aiin mayor 
quo los bemos obtenido con cl estudio de 
las cavidades ventriculares del eerebro. 

Sin embargo la trepano-pnneion ann 
conserva su caractor de proeediniiento 
clasico en tanto qne la olectro-'encefalo- 
grafia va abriendo sn canii ' ■ .c s 
no se acredite en fo 
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exacta, liabra que segiiir eeliando mano 
toclavia de los diversos proeodimientos 
do noiimoventriculografia. 

SUMARIO 

La niodifieaeion a la tecnica del ventri- 
eiilografi'a. inotivo del trabajo, se refiere 
a qiiG una vez becba la pmieion ventricu¬ 
lar evitando que escurra el liquido por 
uinguno de los dos trocars, se eonecta a 
lino de cllos un ajuste que por medio de 
un corto tubo de caucbu comuniea al tro¬ 
car con un sistema valvnlar aspirante 
(* iinpelenle el cual va montado sobre una 
ievinga de dos c.c. Lo mismo se bace eon 
el segnndo trocar. Ambas jeringas van 
inontadas sobre nn dispositivo cpte per- 
inite accionarlas sincronicainente pei'o 
inversanienle lo cual se eonsigue bacer 
con una sola inano. Una de estas jeringas 
medianle su juego valvular toma el li¬ 
quido cefalo-rafiuideo a traves del trocar 
ventricular y lo arroja bacia afuera 
pndiendo ser recogido en un tubo de 
ensayo; la otra toina aire del exterior y 
lo iiiyecta a (raves del otro trocar, al 
interior del ventriculo sustituyendo el 
iKpiido (pie va saliendo por cantidades 
exactanicnte iguales de aire. 

Como la puncidn ventricular doble 
oldiga absolntanu'nte a coinproliar la 
pio'nu'ubilidad del agujero de ^lonro, 
una ve'/. eoloeados los dos troeares en su 
Ingar. la operaeion de eambio de Ikpiido 
p<u- airt> se nicia siempre earganclo la 
jcrinva que inyecta el aire eon una solu- 
fitin cclnrida (indiiro cannin) en pecpiena 
caniidad. no'dio c.i'. (pu- al acc'idnai" las 
>!')< jt-rincras in\(‘ctandu jtrinicro este. 
apun'fi* rapidanu-ntc tni •*! Injuido ex- 
traid'i \ piicdi- eniuitiuarx- la (qici’acinn 
qu<‘ airotc d liqnidn etb’alo- 
!aq!ii>->' d'-l \ t-iii I icul'I v 

p 'a-ii’'! <!•- iotii. ('! '■i>t<'nia vi-ntricular. 
l-.a ra-" u.- qi!*- t-l iji* a|iafc7.ca i-n 

• -1 lapia’.i a! .--aun-i" .. ruand>> nia' a! 
j'-: li-- hac-r d'llib- 


puneion en el ventriculo inyectado eon 
cl color, para bacer el eambio de liquido 
por aire con la doble jeringa a traves 
de dos troeares colocaclos en el mismo 
ventriculo. Se repite la operaeion del 
lado opuesto. La apariencia clinica de 
los pacientes sometidos a la ventriculo- 
grafica en catorce casos en los cuales ba 
sido empleada, parece indicar que la 
tolerancia del aire introducido en esta 
forma, al interior del sistema ventricu¬ 
lar, es grande, lo cual se ba podido ob- 
servar en aquellos sujetos que no ban 
sido sometidos inmediatemente despues 
a la intervencion quirurgica y en los que, 
por otro lado, se ba dejado el aire a que 
sea absorbido espontaneamente. 

RESUME 

La modification a la tecnique, motif du 
travail, se rapporte a ce qu’une fois faite 
la ponction ventriculaire, erdtant que le 
liquide s’ecoule par aucun des deux tro- 
carts, on connecte a I’un d’eux le bout 
d’un petit tube de caontcbouc qni eominii- 
que le trocart avec nn systeme valvulaire 
aspirante et impelant lequel a ete assu- 
jetti a une seringue de deux c.c.; on fait 
le meme avec le second trocart. Les deux 
seringues son assujetties sur un disposi- 
tif qni permet actionner avec elles, 
syncroniquement niais inversement en 
meme temps, ce qn’on pent faire avec 
une seule main. Un de ees deux seringues 
au moyen de son jeu valvulaire, aspire 
le li{[nide ventriculaire a travel’s le tro¬ 
cart et le jette au debors, pouvant etre 
mis dans un tube d’essai; I’autre prencl 
Lai re de rexterieiir et I’injecte a travel's 
d(* I’antre trocart a I’interieur dn veii- 
tricule, snlistitnant le liquide qni sort par 
dc.'^quantites cgales d’air. 

('uiiinic dans la ponction ventriculaire 
• loultlc il faut aiisulimient constater la 
lioriiioabilito du trou de Monro, une fois 
quo lo doux trocarts sont mis a leur place. 
I '<qio!ation du eliangomont de I’air a la 
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place clu liquide commence toujours en 
remplissant la seriiigno qiii injccte I’air 
avec imc solution colornnte {indigo-car- 
rain) en iiotifc cjuaiitite { Va cm. 3) qui, 
en tfavaillant les deu.x seringues, injcc- 
tant d’abord eolui-ci, apparait rapidc- 
ment dans le liquid extrait et I’operatioii 
pen continuer jus(]u’an moment on le 
liquido ceplialo-raquide du ventrieule 
correspondent s’cpuisse, et natnrelle- 
mont aussi celui de tout le systeme veiitri- 
oulaire, Dans k> cas ou apres le deuxiemc 
ou, tout au plus, au troisieme coup de 
seringue la coulour ii’apparaisse dans le 
liquide, il fandra faire line double pouc- 
tiou au venfriculo injcete a la coulcnr 
pour faire le cliangomont de Pair au lieu 
du liquide avee la double seringue a tra- 
vors de deux trocarts places dans le me- 
ine ventrieule. On ropefo I’opdratiou de 
I’autre cote. Les resultats cliniqnes ob- 
teiius siir les uialades somuisa la ven- 
trioulogrnphie, sur les quatorze cas dans 
losquels on I'n employee, pavait indiquer 
quo la toldrauce de I’air introduit dans 
cette forme a Piuteriour du systeme ven- 
triculaire, est bien grande conimo on a 
pu I’observer sur les nialades qui n'ont 
pas ete souinmis ininediateineut apres, a 
I'intervcution de la ebirurgie et ePautre 
part sur ceux dans lesquels on a laissc 
que Pair soit absorbo spontaiieuient. 
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T he theoretical basis from which 
these experiments were clevelopecl 
was provided by Carreld who 
showed that various kinds of adult as 
well as embryonic tissues were capable 
of greatly activating the multiplication 
of cells in I'ifro. Stimulated by those 
studios a number of authors (Carnot, P. 
and Terris, E.,- Poulet, P.,^ Wallieli, R.,'* 
Kiaer, S.,*' Schloss, W.,® Nakamura, T.," 
^lorosow, D. and Striganova, A.,* Niel¬ 
sen, E,'') also made attempts to effect 
the closure or accelerate by local ap¬ 
plication of embryonic extracts the heal¬ 
ing of wounds in which normal healing 
was poor or retarded. The results of 
those experiments were invariably the 
.same, in that the influence of all those 
substances was found to be extraordi¬ 
nary in experimental animals as well as 
in the human subject. The latest con¬ 
tribution to the question was made by 
Waugld'’ who rojiortod very satisfactory 
results with ejheutan—a .sul)stanco in 
which the active fractions of embryonic 
extracts were bound to kaolin by ab¬ 
sorption. 

'ITie main disadvantage of the above 
method is tiie great difiiculty in procur¬ 
ing the embryonic material nece.s.sary 
for ti>e preparaLmn of the extracts. A 
more accessibl(> source was therefore 
nee'"-ss.ary. It had been shown” that ex- 
traets of adult tissues might also he 
?!<<•<! to ailv.antage on aeeouut of the re¬ 


markable cell-growth promoting activ¬ 
ity they develop. Such cell-growth stinui- 
lating- factors are almost universally 
available and can be obtained from 
practically any kind of tissue. Under 
certain experimental conditions the po¬ 
tency of one or the other of those 
extracts (brain, heart, smooth muscu¬ 
lature) may be up to three times as high 
as that derived from an embryonic 
source. The effect—as may be concluded 
from in vitro studies—is not bound to 
the species; e.g., extracts from the hearts 
of chickens or sheep are able to promote 
considerably the growth of human epi¬ 
thelium in vitro. 

The above consideration led Doljauski 
and co-workers^' to suggest the employ¬ 
ment of adult tissue extracts as a means 
of influencing the healing of wounds. 
It was as a result of that suggestion that 
the clinical experiments reported upon 
were undertaken. 

During the first phase of oitr studies 
wound healing through saline extracts 
prepared froiii the hearts of adult 
chickens was attempted. 

THE E.UPLOYMEXT 01^ ADULT TISSUE 

extracts to effect OR ACCELERATE 
THE HEALING OF WOUNDS 

Extraction Technic. Observing all pre¬ 
cautions for sterilitv, the hearts' were 
removed from llie bodies of animals that 
}ia<l just b(‘on killed and then ground in 
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the Latapie apparatus. The tissue mash 
was thou mixed with five times its vol¬ 
ume of tyrode solution, shaken for an 
hour and allowed to stand in the re¬ 
frigerator over night. The mixture was 
tlien centrifuged. Extracts prejJared ac¬ 
cording to this method can be preserved 
on ice for weeks. 

Technic of Application. Infected 
wounds were treated with sulfanilamide 
prior to applying the extract. In its ap- 
])lioation, the moist-chamber method was 
used. The wound was covered with 
gauze soaked in the extract, which was 
changed every day or every second day. 
If the center of the wound had a torpid 
appearance without development of 
fresh, bleeding granulations, tlie wound 
surface was scarified with a scalpel be¬ 
fore institution of the extract treatment. 
Where too active granulations provided 
an obstacle for the advancing epithelial 
seam, they were scraped away with a 
sharp spoon. Hemorrhage was con¬ 
trolled by compresses soaked in warm 
NaCl or Einger solutions. 

Results. The practical part of the 
work was entrusted to Dr. Schloss who 
will give a detailed account on its 
progress elsewliere. 


tissue extract. Tliore was considerable 
huprovement in 3 cases, while 3 others 
were not influenced. 

Category B; 15 eases of chronic vari¬ 
cose ulcers. Of these, 12 healed with 
firms scars and 3 sliowed improvement. 

Category C: (l-i) 24 cases. Owing to 
the small variety of material of tliis 
group, the results, no matter whether 
positive or negative, appeared incon¬ 
clusive. However, interesting and valu¬ 
able experience upon the efficacy of the 
adult tissue extract could be gathered. 

(1) Five cases of osteomyelitic ulcers: 
Of these, 3 healed, 1 was improved, 1 
remained unchanged. Of 3 cases of 
chronic ulcers with underlying tubercu¬ 
losis, 1 healed, 1 showed improvement, 
while the 3rd was not influenced. 

(2) Ulcers due to defective circula¬ 
tion (4 cases); One healed, 2 improved, 
and 2 remained unchanged. Diabetic 
ulcers (2 cases); None healed; 1 im¬ 
proved, 1 remained unchanged. Trophic 
ulcers (2 cases); One healed, 1 re¬ 
mained unchanged. 

(3) In 4 cases of phagedenic ulcer the 
exti'act treatment was tried in addition 
to tlie usual therapy. No obvious influ¬ 
ence on the bacteriological condition was 


Table I 


Category 

No. of Case?? 

Healing effected 

Improved 

TJnclianged 

A 

19 

13 

3 

3 

B 

15 

12 

3 

— 

c 

24 

10 

8 

6 

Total 

58 

35 

14 

9 


The following review of a number of 
cases is quoted from his publication: 
Category 18 eases of wounds and 
ulcers caused by trauma (mechanical, 
chemical, irridatory, etc.). In 13 of these 
cases, which ap|)eared particularly re¬ 
sistant to other forms of treatment, com¬ 
plete closure was brought about by adult 


noted; but in all 4 eases, in spite of 
severe infection, vigorous stimulation 
of the granulations could be observed. 
In 2 cases even lively proliferation of an 
epithelial zone into the infected area 
took place. 

(4) Pour cases of resistant ulcera¬ 
tions after burns: Two healed with a 
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particularly soft scar, 1 sliowed con¬ 
siderable improvement, -wliile 1 was 
only temporarily influenced. 

DltV POWDERS PREP.VRED FROM .4DULT 
TISSUE EXTRACTS 

Although, from a practical standpoint, 
the results yielded by saline adult tissue 
extracts were definitely positive, a gen¬ 
eral adoption of this method might meet 
with difficulty. The actual preparation 
of the saline extracts is rather a simple 
])rocedure, but very strict observance of 
sterility throughout the entire process 
is a prerequisite. The extracts have, 
moreover, to be kept sterile and in a 
cool ]flace and their preservability is 
limited. 

We, therefore, proceeded to study the 
method devised by Werner and Doljan- 
ski,’-'’ who isolated certain fractions from 
the tissue extracts and prepared them 
ill the form of a dry powder. 

Pyrpnraiion of fhe Drtj Powder. Ac¬ 
cording to the method devised by AVer- 


solution is added. This tissue emulsion 
is then shaken for an hour, allowed to 
stand in the refrigerator over night and 
centrifuged. The supernatent fluid is 
preciiiitated with four times its volume 
of alcohol and the precipitate dried in 
vacuo. The dry material is then finely 
mortared and taken up with ether. 
After standing an hour it is centrifuged 
and the remaining ether allowed to 
evaporate. Uid to the ether stage the 
entire procedure needs no attention to 
sterility. (The alcohol precipitations 
obtained in this way are—to some extent 
—soluble in tyrode solution. In in vitro 
cell cultures this solution shows a very 
high cell-division promoting potency 
and is by^ no means inferior to the origi¬ 
nal extracts.) 

Technic of Application. A thin layer 
of the powder is applied to the wound 
surface, followed by a thick layer of 
dermatol powder. The surrounding skin 
is covered with some neutral ointment. 
In case of infection the tissue powder is 
mixed with sulfanilamide (Grubbs). 


Tahtc U 


No. Cases 


Success 


Failure 


1. Xoiiliealinir wounds after traumatism, 
injuries, aeeidents, shot wounds 
'2. X’ariense iileers 

< >.;t(>onivelitie ulcers of the skin 


■ 1 . 


Various tyiies of ideers (trophic, in Burger's 
disc.isp. after hums, hites) 

Sjvcial c:ises (scali)ing. electrical 
iniur.c. noma 1 

I’o'toiierative wounds p3) ; jiostoiierative 
bounds after continued fractures (2) 
l>ry ])o\v(h>r treatment instetid of 

t'l.'istic op.'r.'itions 


Total 


9 

7 

2 


:3G 


5 

6 
2 

1 

3 

5 

5 


30 


:.'-r ami lhiii;iii>ki the liotirt.s of tidult 
(ehiekciis nf sheop) ;iro jiussod 
tnitadim-niarliiin*. fnllnwimr 
■ ti;!..-' the voluino nf Iiiniror 


Kvory second day dressings are 
clnuiged, but care should be taken that 
the tullierinir ptirts of the gauze are cau¬ 
tiously removed by rinsing with XtiCl 
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ri". 4. (m i Sealping due to industrial accident, (b) Tiie right portion of the -ivound following treatment with 
pov.iler shows an epithelial seam much wider than in Fig, 4c. The pinch grafts, applied to the wound after three 
weeks, arc cntilcscing. (c) Left portion of the rvound, untreated with powder, shows narrow epithelial seam and 
isolated jiimh grafts, (d) Continuous epithelization in the powder-treated portion, (e) Epithelization ad¬ 
vancing at an incomparably slower rate than in 4d. 


iipo llio.'io whoro no lioaling could bo 
olVoott'd in roo.'^onalile time or ivhei'e 
after initijii closure tlic wound burst 
open again. 

In ('fifcf/orif (J “.vucce.s.s” indicates that 
closure of tlie skin defect could be 
achieved. In Cair(iori) 7 it indicates 
healing of the wound under powder 
(rejitment wiiere otherwise plastic 
methods would have been employed. 

The descri]ttion of Cases 1-4 may he 
(tmitted. We are only .giving the photo- 
grtijths of a large varicose ulcer and of 
one of normal size (Figs. 1, a and b, and 


2, a and b). There is further a photo of a 
soldier with a gunshot wound of the 
sciatic nerve who developed a trophic 
ulcer in a perfectly anesthetic area of the 
skim Closure of that ulcer also took a 
few days (Fig. 3, a and h). 

C.4SE KEPORTS 

The following case reports and illus¬ 
trations refer to Caiegory 5: 

Case I. Complete .scalping due to inclu.s- 
trial accident. The importance of this ca.se 
for us lay in the singular experimental coudi- 
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Fiji. S. Right hand of patient Xo. o. Syndactylism hotwecn first and second finger of right hand. Separation. 
-Vftcr abduction of thumb one sees deep rhomboid wound treated ndth powder from the beginning, (b) Same 

patient fourteen days later. Syndactylism did not recur. 



ill the Iietiliii" of the wounds was recorded. 
The inseriptipu on every photo gives infor- 
niiition on the time that had elapsed from the 
diiy our trciitment was started. The closure 
of the extensive arm wound (23 x 7 cm.) within 
seven weeks was particularly impressive (Figs. 
u-Gh). 

Ctt.'f Noma in a child. Closure of the 
wound of the soft tissues was effected within 
a period of twenty-seven days from the .start 
of onr treatment (C/. Pig. 7, a and b). 

('afct/orii (>. Tlic two ca.ses iiiclucled in 
this catogovy ])resontcd severe, open 
coinininuted fraelures of the upper arm 
and forearm, in both cases caused by a 
nmtor-car accident, which liad been 
]i]aced in jilaster-of-Paris dressings and 
left there for some time, after excision 
of the wound, ]iartial suture and reposi¬ 
tion of tlie bone fragments. As is fre¬ 
quently seen in cases of this kind, 
removal of the stilint reveals sufiicient 
healthy granulations but not the slight¬ 
est evidence of epithelization. The usual 
ointments had no or only very little 
etYect in these cases. 

In tlie one. when the powder treatment 
wav sta.rted. the wound was 11 cm. long 
and '2'‘ cm. wide. After twenty-four 
d.-iy-. elovuri' was complete with a firm 
ic.n w.-li no'vable scar. 


Ill the other case it rvas 7x3 cm. There 
was complete healing within a fortnight. 

The three postoperative wounds were 
selected for the particular stubbornness 
with which they refused to heal. One 
had burst open again after radical oper¬ 
ation for mammary carcinoma. In the 
second the wound was of a particularly 
torpid type and had developed when the 
operation wound (inoperable rectal 
carcinoma) of the abdominal wmll had 
reopened, while the third had occurred 
in connection with the second phase of 
an operation for cryptorchidism, where 
a scrotal defect (2 cm.-) had developed. 

In none of them wore the customary 
methods of treatment (Peru balsam, 
cod liver oil ointments, rivanol coni- 
pi-esses, lapis ointment, etc.) of any 
avail. Here the decisive factor was not 
so much the size of the skin defect, but 
the entire absence of any healing tend¬ 
ency. Powder treatment effected closure 
after 16.6 and 10 days respectively. 

Groitp 7, Case 1. In a 9 year old boy a 
flexion contracture of three fingers had devel¬ 
oped from infection of the palm. YVe separated 
the callous tissue horizontally with a knife on 
the level of the three finger joints. Stretching 
of the fingers produced large rhomboid wounds 
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iiig the normal healing of wonncls. Any 
attempt to include the total of them in a 
formula is—at least at the present stage 
—doomed to failure. 

The so-called “indolent” wounds eon- 
.stitute a major problem so far unsolved. 
There are external factors (climate, diet, 
care, rest) and the internal ones (internal 
di.seases, intercurrent acute or chronic 
disturbances, endocrine disorders, dis¬ 
eases of the blood, deficiencies, vascular 
diseases), and eventually local factors 
(infection, the localization of the wound, 
lilood supply, excessive granulations). 
If closure is rapidly effected by the in¬ 
stitution of a certain therapy in a wound 
which lias previously showed no healing 
tendency, we are fully justified in con¬ 
sidering this a positive result of the 
method employed. In the great majority 
of our cases, therefore, local stimulants 
to all apiioarauces accelerated the heal¬ 
ing of tlic wounds or effected their clos¬ 
ure. A large number of wounds refuse 
to heal for reasons perfectly iucompre- 
hensilile to us. Every indolent wound 
lias its own intricate history, Avhich alone 
determines the particular course healing 
is taking in that case. Here the estab¬ 
lishment of norms would be even more 
absurd than in the first category. 

Either in wounds in which the healing 
process calls for acceleration or in the 
indolent type, the value of a particular 
iherapeutic method can be judged solely 
from outward appearance. The value of 
these experiments, therefore, depends 
on accuracy of observation and the 
amount of material at the jiliysician’s 
dis])nsal. 

The present reiiort can only lie con¬ 
sidered a contribution to the compilation 
of data -SO n(‘cessary for the solution of 
tlio in'obh'm of intinencing wound heal- 
inc by local application of cell-division 
.'tiamlatimr factors. 
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RESUME 

Les extraifs de tissu adulte employea 
})onr aetiver la division cellulaire out 
ete employes avec succes pour effectnor 
et pour accelerer la cicatrisation dcs 
plaies. L'autenr decrit la maniere d’ex- 
traire et d’appliqner les extraits tissu- 
laires et les poudres seches qui en soni 
derives. 

Des resnltats positifs fnrent obtenns 
dans les cas dhilceres diabetiqnes, nlcercs 
trophiqnes, nlceres trophiqnes dns a des 
troubles circnlatoires et anssi dans dcs 
nlceres resultant de brnlures; neamoins 
les ])oudres dessechees des extraits tissu- 
Jaircs adultes nous donnent ies rcsuliais 
les pins satisfaisants nous ayant obtemi 
65 guerisons dans 94 cas. 


SXJMABIO 

Extratos de tejidos adultos, cuando 
u.«aclos para estimular y promover la 
enra de heridas, lian demo.'^trada sii 
••ficacia en accelerar el proeeso enrativo. 

Procodimiento.s tecnicos son presen- 
tados jjara la extraccion y aplicacion de 
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los extractos cle tejidos y cle polvos seeos 
preparados de los extractos. 

Los resultaclos obtenidos con ol uso 
de extractos de tejidos adultos ban sido 
positives en casos de lieridas traiim- 
aticas y ulceras, lilceras varicosas croni- 
cas, lilceras osteomialiticas, ulceras 
causadas por deficiencia circulatoria, 
ulceras diabeticas, ulceras causadas por 
malanutricion, lilceras y ulceraciones que 
rcsultaii de quemadiiras. 

Auu mas, los polvos preparados de los 
extractos de tejidos adultos, dierou 
mejores resultados, completando la cura 
de heridas en 05 de 94 casos. 


Bwboam 

OKCtpaKTii cospe.iwx Trcaiieft sna'nne.ii.HO 
ycKopn;ii! saantBaniie pan. Abtop onnew- 
r-aer texHUKy npiiroTOD.icHnn 9KCTpaKTOB n 
nx npiiMeHeana u Bu;^e nopouiKOB. 

B.iaronpnaxitue peay-itTatw Cu.m no.iy- 
*reiniu b jie’ieHini aixTpaKTaMn aae xpan- 
MaTiinecKHX, npn xpoim*iecKnx napitKoanux 
aayax, npii /lanax Anaoeta, npu ipo^nMec- 
K»x aaeax n npn oC:icorax. 

Cyxnc noponiKif ,iam naft.iyHmne pe- 
ay.iLxaTU, Aanaji aasuncaHiie c 65 na 94-x 
cay**aeR. 
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Suturing Infected Wounds of the Face 

HENRY D. GUILBERT, M.D., F.I.C.S. 

TI'.GUCICAl.PA, HONDURAS 


T he suturing, of infected Avounds 
of the face lias not been a problem 
of great importance in the j^ast, 
and consequently the literature to. be 
found on this subject is very meager. 
Today, conditions brought about hj the 
present conflict have given this subject 
a ])lace of great importance. I refer in 
this paper to the wounds that communi¬ 
cate Avith the nasal cavity and the mouth. 

During the past five years in the San 
Pelipe Hospital of Tegucigalpa I liaAm 
tried various technics in an endeavor to 
solve some of our own particular prob¬ 
lems of time and space; and these ex- 
])oriences and the results obtained seem 
inqiortant enough for presentation under 
])resent conditions. 

Patients Avith AA’ounds of the face come 
to San Felipe Hospital from Iavo to six 
days folloAving the injury, depending 
upon the distance they have to coA’er to 
get there. Usually they have receiA'cd 
nothing but homo treatment, and the 
Avound is covered Avith dirty rags. The 
wounds vary from the severely contused 
and lae('rated wounds produced from 
falls (Fig. 1. a and b) to the common 
clean-cut machete wounds. 

'Die connnon incised machete AA’ound is 
tyjiical. 'fhe wound is produced by A'cry 
long and sharj) knives, called machetes 
m I.atin and 1/olos in the Philip- 

l>;n.-s. 'I'hc machete is used as an agri- 
cn!;n!;ii imidemont. as a household tool 
and a- ;i popnhir weapon. Tile Avouiid 
pro in hand-to-hand tiirht is ii>u- 


all}^ on the side of the face, diagonally 
from the left eye to the right of the chin, 
or on the center of the face and ver¬ 
tically from the eyes doAAoi to the chin. 
The knife, after cutting through the soft 
tissues, imbeds itself in the bones of the 
face and has to be pried loose. These 
Avounds communicate Avith the nasal caA'- 
ity and the mouth. This Aveapon is being 
used in jungle fighting, and AAothout 
doubt similar Avounds are common on 
our battlefront. 

By the time these patients come to us, 
hemorrhage has been stopped and infec¬ 
tion has set in. The inflammation varies 
from the acute to the subacute. It may 
be stated at the beginning that the vari¬ 
ous technics and treatments given by 
excellent texts have been evaluated. 
Bailey’s^ definite principles for the man¬ 
agement of the infected Avar-Avound have 
been studied as they apply to our prob¬ 
lem. There is little variance of opinion 
as to Avhether or not the AVound should be 
closed; the experiences of AAmr surgery 
by Cochrane,** Odelberg,*** and WeddelP'* 
may be summed up in the statemenl 
that a comparatively quiescent AVOund 
can best ])e treated by Avatchful Avaiting. 
The most common method of treating 
these Avounds has been the cleansing of 
the Avound, reinoAung foreign matter, 
irrigating it and packing gently to alloAV 
it to heal by granulation. This is a long 
process at best, requiring time and care 
and leaving unsightly scars that require 
plastic treatment. Those methods have 




IXFECTED WOrXDS OF THE FACE 


iload t‘K<sTies and foreign bodies, the 
pieces of bone that arc totally dotaclied 
from the periosteum, as well as broken 
or very loose teeth, are removed. Liga¬ 
tion of bleeding- vessels may be done at 
this time. 

If the wound does not perforate into 
tlie nasal cavity or the month but only 
into the soft tissues of the face, the 
}cound muy:{ hr roiiiinucrJ info fhe nasal 
caviitj. ihr mouthy or hoth. A good con¬ 
nection must be established into these 
cavities if the tissues of the nose, lips or 
cheeks are involved. This is important. 
The connection into the nose or mouth 
will ])rovide drainage for infected tis¬ 
sue. Xext a drain is jdaced from the 
wound into the nose or mouth or both. 
A quarter-inch 5 per cent iodoform 
gau'/.e or vaselincd drain may be used. 

'fhe muscles are then sutured using 
No. 00 or No. 000 catgut, or where trac.- 
lion or tension is great and the supura- 
tion profuse, stainless steel wire is used, 
'fiiese wire sutures may be left buried, 
(.'are must bo exorcised in suturing these 
structure.s that the stitch bo placed suffi¬ 
ciently far from the cut edge to prevent 
sloughing of tissues. The skin is then 
approximated and s;itured with little 
underculting. Dekuatel, fine silk, fine 
sled \vir(* or cotton thread Avill do 
niedy. The interrupted suture is pref- 
i-i-abli*. 'fhe ncccssai'y retention sutures 
;ir<> then placed to relieve the strain that 
is sure tu come from pre.s-sure of the 
(tdstojM-rativc ('dciiia. 1{ should bo noted 
that !hc mucous membrane is not .su¬ 
tured. and wh/-n found intact, it is cut 
to c-tablish drainage into the month or 
!!a-:ii cavity; further, that the muscles 
and skni arc sutured so that healing will 
h -ein frotii thf -urfacc—from the skin 
t<>-.v:ir>! t!'.'- mcc-ou- ns'-mbratics. 

1 im '.viiiud o; tiic taci' is j)aiiitc(l witli 
ri.' i' -.ifi' nf ;iny otiici- mild anti- 

-;a;.; I<-:t r.iu'ovct'i-d. rit'* most 
'> t. -n i-j atvi'action isiMh-nin; 


this is sometunos severe for twenty-four 
hotirs. One or two sutures may he torn 
unless they are well placed in sufficient 
numbers with strong retention sutures. 
This reaction is accotnpauied by a rise 
in temperature that subsides usually 
witliiu twenty-four hours. 

' After abottt seventy-two hours the in¬ 
flammation subsides or is altogether ah- 
.sent. (Fig. 2.) Drainage is well estah- 



Ki". e. }\Ttieiit sovcnfr-tivo hours uftcr sutiirinj; ii'- 
fei'toit wouikIs of the face. 


lislied, and tlie chaugiug of drains is 
indicated. The patient is more com¬ 
fortable than lie would be with an open 
wound of the face, and often he is np 
and about. The skin sutures are loft in 
})!acc for approximaldy six day.s, dc- 
ptMiding on the case. 

Variatif)iis in ])roccdnrc liavo been 
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omitted in this outline. Any number of 
intermediate steirs are possible and are 
naturally indicated. 

rACTORS ISFLOENCING 4VOTIND 
INFECTION 

Altenieier- lists the following factors 
influencing wound infection: (1) viru¬ 
lence, types and number of contaminat¬ 
ing bacteria; (2) the nature, location 
and duration of the wound; (3) the 
presence of foreign bodies; (4) the gen¬ 
eral condition of the patient; (5) the 
capacity of iinniunity response of the 
individual. Type and thoroughness of 
treatment determine the modifications of 
tcchnio. It must be reinenibered that the 
profuse blood supply is a factor in the 
resistance of the facial tissues to in¬ 
fection. 

The cheniothorapeutical drugs will 
play a very important role in the control 
of wound infection. The use of sulfanUa- 
inide, sulfnpyridine, sulfathiazolo and 
sulfadiazine locally is recommended. 
The data accumulated from World War 
II experiences clearly indicate the local 
and systemic use of sulfonamides. 
Altenieier- points out the results ob¬ 
tained by the use of sulfanilamide locally 
and generally in the contaminated 
wounds at the Cincinnati General Hos¬ 
pital. He recommends its use in the 
control of infection. 

A number of authors seriously question 
the effectiveness of gas-gangrene anti¬ 
toxin given prophylactically. Overton,-” 
however, states that it has been shown 
that to date the best available treatment 
to supplement surgery is a combination 
of sulfonamides and antitoxins. This is 
especially tine of the nse of antitetaiiic 
serum in every casualty with an open 
wound. 

In the series of cases recorded at San 
elipe Hospital, the simple procedure 
itlined has been followed, and the re¬ 


sults obtained have been satisfactory. 
Infected wounds of the face may be 
sutured with relative safety with this 
procedure (Fig. 1, c and d). 

In modern warfare, out in far-flung 
outposts, where well appointed hospitals 
are not the rule and wounds are seen 
late, where time is an important factor 
and personnel for long and complicated 
treatments wanting, this method of 
suturing infected wounds of the face 
may be of value. 

CONCLUSIONS 

A review of existing literature on 
the treatment of infected wounds of the 
face indicates that nearly all authors 
agree that certain wounds may be closed 
primarily but that it is best not to close 
any of them in military surgery. Cer¬ 
tain principles have been laid down to 
be followed in the management of in¬ 
fected war wounds, but how to deal with 
a gapping, infected wound of the face 
has not been fully studied. 

The procedure presented warrants 
the followhig conclusions: (1) The 
method advocated is limited in scope to 
wounds of the face that communicate 
with the nasal cavity and the mouth. 
(2) Incision may be required to obtain 
access into the nose or mouth for drain¬ 
age. (3) The wound is closed only on 
the skin surface, leaving free drainage 
info the nose or mouth, which is im¬ 
perative. (4) Devitalized tissue, foreign 
bodies, and blood clots are removed. 

(5) The undeniable drawback of a drain 
into the nose or mouth is offset by the 
fact that the patient is more comfortable 
than with an open wound of the face. 

(6) The course of treatment is shortened 
and the cosmetic results much better. In 
a groat number of cases plastic repair 
is not necessari'. (7) Wlierc other 
methods of treatment are not practical 
because of lack of time and accommoda- 
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tions, tills method will rehabilitate a man 
for travel or duty in the shortest pos¬ 
sible time. 
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1 . La methode n’est iitilisable que 
pour les plaies de la figure qxii com¬ 
munique avec la cavite nasale et avec 
la cavite huccale. 

2 . Une incision pent etre neeessaire 
afin de drainer dans la houche on dans 
le nez. 

3. II importe de ne sutnrer quo la 
pean afin d’obtenir nn drainage comifiet 
par le nez on par la houche. 

4. Tout tissu devitalise, tout corps 
etranger, tout caillot sanguin doivont 
etre enleves. 

5. II y a quelqne inconvenient de 
drainer jiai- le nez on par la bonche, 
mais le malade en est heanconp moins 
incommode qne par nne plaie beante sur 
la figure. 

6. La guerison s’effectne moins lente- 
ment et les resultats esthetiqnes sont 
hien snperienrs. Dans nn grand nomhre 
de cas, nne operation plastiqne n’est pas 
indiqnee. 

7. Qnand d’antres methodes de traite- 
mont, fante de manque de temps on 
d’installation ne peuvent pas etre em- 
])loyeo, la methode recommandee ])ar 
I’axiteur retablit le malade dans nne 
periode de moindre dnrec. 

SUAI-YRIO 

Descn'bese aqin la tecnica para la 
.‘^nlnni de lieridas infoctadas de la cara 
con las conclnsiones signientos: 1 ^ El 
metodo recomendado se limita a las 
heridas de la cara qne comimican con la 
cavidad nasal o bucal. 2 " Pnede ser 
neee.^ario hacer incision para droiinje 
doiitro do la nariz o boca. 3"^ La berida 
solo es sntnrada al nivel do la ])iel sujior- 
iicial. do.iaado lilire drenaje dc-ntro de 
la nariz o lioca, quo cs iiidisjioiisablo e 
imperativo. 4' I'odo tojido ti-aumati- 
zailo o .^ovoramonto danado, coagnlos de 
>aii'.rro. cuor])n>- c-xtrafios dolam .^or ro- 
ludvidits. La imioiralilo do>voiitaja 

( 1<-1 (In-iiajo intra-iiasal y lif)oal <‘.s com- 
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pensada por que el paciente esta mas 
coinodo que cuando la lierida eii la cara 
esta abierta. 6° El progreso de este 
tratamento es mas breve y el resultado 
cosmetico mas satisfactorio. En el major 
numero de casos operacion plastica no 
es necesaria. 7° Cuando otros metodos 
de tratamiento no son practicables por 
falta de tiempo y facilidades, este pro- 
cedimiento rehabilita al berido para 
viajar y ])ara volver a servicio en le mas 
corto tiempo posible. ■ 

IloHTii Rce aDTopi .1 ;;onLTCKaioT, hto ne- 
KOTopwe aapaiKemiLie paiiu .iiiua mojkho 
aainnnaTi. Eiar.iyxo, no hto u noeitiiofi xii- 


pyprnii 3 to nenpiiMeiiinio. CymecTByjoi 
noKaaanuH p,:in .le'ieHiiH BapanceiiHux pan 
;iii4a, no jie'reHiie siiaioiniix sapajiceiniux. 
paa .Tima ne,'^ocTaTO‘iHo paspaCoiaiiHo. 

Abtop npeA-iaracT npoae^iypy orpaniiHeir- 
iryio B npiiMeneHiiii i: (1) cjiynaJiM u rcoio- 
pBix paiia coodmacTCH c nocoBoil no-iocTLio 
iijiii pTOM; (2) inior;^a nyiKiio npn6epaTi> i: 
i!a,\pe3y Moro, hto-Cli npomiKnyTL n 

HOC iiJiii B poT; (3) pana saiiiiiBaeTCB to.ilko 
na nonepxiiocTii, ocTanana ,';peira:i: n iioc 
ii.Tii B poT; (4) jrepTBBijr Tuaiiii, iniocTpan- 
Hue Te.Ta ii KpoBacLie crycrii y;na;rniOTCH; 
(5) iiey;^o6cTco ^pena bo pry ii.th b nocy 
KOMneacnpyeTca tcm, hto pana sauiiiTa, hto 
f) 0 .iee yAoCno, 3eM 3iiBioiua>i pana. 


From the Constitution of the 
INTERNATIONAL COLLEGE OP SURGEONS 

“The International College of Surgeons is a piirelg scientific 
organization incorporated not for profit, and solely for the ad¬ 
vancement of the Art and Science of Surgery in all its branches. 

“It is strictly non-sectarian and non-political. It is decidedly 
against Arbitrary Restriction of Merit and is free from prejudice. • 
It will recognize the Surgeon and his accomplisbr-.cr.ts, and will j 
not be influenced by his financial, political or other irrelevan: I 
status.” I 

For information concerning memberaliip in tns InJemational College ! 
of Surgeons, write to Mr. Ralph Osborne. Szzzzsss Secretary, Inrer- 
nationai College of Surgeons, 1612 Spmee Street. FhSedelphia 



The Present Status of Functional Liver Tests 

ABRAHAM O. WILENSKY, M.D. 

NEW YORK. NEW YORK 


I N treating liver disease it is neces¬ 
sary to fully understand the mech¬ 
anism of its production and the 
amount of functional damage which, the 
given pathology entails. For tliis i^ur- 
l)Ose reliable informative tests of liver 
function are very important. 

This information can be obtained from 
two sources: (1) from a study of the 
normal functions and its variations; and 
(2) liy the use of foreign substances, the 
variations of whoso excretion through 
the liver furnishes the measure by which 
the general functional capacity of the 
liver is to be judged. 

The imi)ortant normal functions in¬ 
clude: (a) the meta])olism and stoi'age 
of ]iroteins, carliohydrates (glycogen) 
and fats; (b) bile formation and excre¬ 
tion; and (c) the formation, presence 
and variation of the suljstances involved 
in blood clotting. 

(a) The metabolism of i)rotein. This 
function is not shared to any appreciable 
degree by any other structure or organ, 
and the formation of the amino acids 
from ])roteins and their conversion into 
urea seems to he almost entirely a liver 
function. Xormaley of the ])rotein me¬ 
tabolism has assumed in recent years a 
paramomit j)osition. Tlie e.slablishment 
of any degree of hypo])roteinemia has 
hcen shown to he associated with inod- 
(‘rately severe and far advanced stages 
.tf liver disea.-e: its imj)ortance in inter- 
feriiig with the healing of wounds has 
shown to he irreat; and the neces¬ 


sity of immediately correcting this ab¬ 
normality to the normal cannot he 
disputed or overemphasized. 

The relative proportions of serum 
albumin and globulin seem altered iti 
various forms of liver disease, and the 
disturbance in quantitative relationship 
has been employed by some observers 
as a diagnostic test (Foley el al," Snell,® 
Kirk,'* etc.). Usually the change is a 
rise in the globulin fraction and a fall 
in the albumin. I, personally, do not be¬ 
lieve the segregated test to bo as im¬ 
portant as the determination of any 
grade of total hypoprotoinemia. 

The carbohydrate metabolism is pos¬ 
sessed to some degree by all muscular 
structures, but the liver is the great 
storehouse of glycogen. The galactose 
and levulose tolerance tests are not re¬ 
liable because too many factors are 
involved in the mechanism of sugar 
metabolism. In addition, there is a wide 
variation in the rate of utilization of 
the various carbohydrates even in noi'- 
mal individuals. 

(b) The production and metabolism 
of bile. The bone marrow and the spleen 
share this function, but again the liver 
is the important organ. Of the many 
fe.sts suggested for this investigation, 
all concern themselves with basic con¬ 
ditions in which there is a deficiency in 
the jjroduetion of bile (prehe[)afic), or 
more commonly, obstruction to the free 
outflow of the finished i)roduct from the 
liver (ijostliepatie). The chief tests of 


."0 
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this function are the direct and indirect 
van den Bergh test (a modification of 
the Ehrich-Diazo reaction) and the 
icteric index. Both of these tests can, 
fortunately, be used quantitatively, as 
they estimate the amount of bile pig¬ 
ment in the blood stream. A differentia¬ 
tion is possible in the van den Bergh 
reaction inasmuch as the test is direct 
ill the posthepatic and indirect in the 
preliepatic types of jaundice. 

The Pouchet test is similar to the van 
den Bergh test. The bilirubin test of 
von Bergmann and Eilbott is very sensi¬ 
tive, utilizing bilirubin itself. It is very 
expensive and cannot be used when 
jaundice is present. In any case, there 
arc differences of opinion regarding its 
reliability (Harrop and Barron,® posi¬ 
tive; and Snell and Plunkett,” negative). 

Tlie presence of bilirubin in the urine 
gives the same infoinnatioii as the van 
don Bergh test. 

The urobilinogen test is based on the 
fact that urobilin, whicli is produced in 
the intestinal tract, is passed through 
the liver where, if hepatic function is 
normal, it is completely converted into 
hUiruhin; if function is abnormal, it is 
excreted in the urine as urobilinogen. 
If no urobilinogen is demonstrable, it 
may he assumed that biliary obstruction 
is complete. If present in dilutions 
greater than 1 to 20, it may be assumed 
that hepatic damage is extensive. 

Estimations of the cholesterolemia 
have also been used, mostly, however, 
in the jaundice associated with the 
presence of gall stones. The relation¬ 
ship of the cholesterol ester content of 
the blood to its total cholesterolemia has 
been found to he changed (lowering of 
ester content) in jaundice resulting from 
acute hepatic degeneration (prehepatie) 
as opposed to jaundice resulting from 
common duct obstruction (posthepatic). 

(c) Study of the blood-clotting func¬ 
tion has also assumed an important 


position. It includes the study of proth¬ 
rombin, thromboplastin, fibrinogen, 
calcium and vitamin K. The knowledge 
of the exact mechanism of this process 
is still confused, but the modern ten¬ 
dency, as the important studies of 
Quick, Stanley-Brovm and others®'' have 
shown, is to attribute a large part of 
the task to the liver. Evidence of this 
function is furnished in cases of hepatic 
injury, in which the prothrombin in the 
blood plasma is diminished. 

Prothrombin deficiency is usually 
hound up with a lack of vitamin K and, 
clinically and pathologically, with 
severely damaged liver cells; bile salts 
arc always diminished; and jaundice 
may or may not he present. The forma¬ 
tion, storage and excretion of prothrom¬ 
bin is a very static phenomenon, and the 
available supply becomes rapidly de¬ 
pleted, especially in the absence of 
vitamin K and bile salts. 

The disturbance of the blood clotting 
function is not fundamentally caused by 
jaimdice per so, although it is commonly 
most pronounced then. The latest ob- 
sei-vations have, howevei-, indicated that 
the disturbance of this function has be¬ 
come a very important test and that any 
grade of hj-poprothrombinemia indicates 
severely damaged liver cells both in the 
lu'csence and absence of jaundice and in 
early and late stages of the pathologic 
process. 

The abnormal variations of each one 
of these functions have been used suc¬ 
cessfully as tests of liver function and 
as indications of disease. Other tests 
include: (1) the serum phosphatase tost; 
(2) the Hanger cephalin floeulation test; 
and (3) the hippuric acid test. 

Estimations of the serum phosphatase 
level have also been used in obstructive 
jaundice, hut are only of value in icteric 
conditions definitely associated with oh"' 
struction, for the ,■ "lat simi 

changes occur in ott" - 
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especially hyperparathyroidism, carci¬ 
noma of the prostate, bone tumors, etc. 

The Hanger cejdialin flocullation test, 
supplemented by the serum phosphatase 
tost, has been used in determining the 
presence of liver-cell damage in the 
various forms of acute hepatitis as op- 
])osed to an obstructive .iaundice. 

One of the important functions of the 
liver is the detoxification of ])oisons, 
bacteria and other harmful substances. 
This fact has been utilized in the hip- 
])uric acid test, in which the detoxifica¬ 
tion of benzoic and amino acetic acids is 
accomplished by their conjugation into 
hippuric acid. The Quick hippuric acid 
test sutTers from the objection that ini- 
])ai]-ment can be demonstrated onh’’ 
after very extensive damage and that it 
indicates only one function of the liver. 
Inasmuch as the synthesis of hippuric 
acid may occur also in the kidney, the 
test should be checked from that stand- 
]ioint. 

There are other tests making use of 
the normal liver function.s—the lipase 
tefjt, the lactic acid test, the cinchophen 
lest, etc., all of which have not received 
as much favorable comment as the 
others and are not in fre(iuent usage. 

Of all tlie dye tests of liver function, 
phenoltetraordoj)hthalein has proved to 
lie of li'reatest use, esiiecially in radi- 
ogra)»hy. Otherwise none of those dye 
tests has lieen of any coiisideralfio use 
clinically. 

'I'lie total number of available tests 
(if liv(M' function and jiatholoiry is, then, 
considcrabh'. Their comjilexity indi¬ 
cates cither that no one of them has 
attained any universal degrees of ap- 
jiroval. or tliat some of them have only 
a spiecinc indication wliich is not always 
prc'cat. In many instances their use 
dee- n>>t yield conclusive d.ata; but the 
(•: tlio-e laboratory investiira- 
tioti-' arc clit-ically important in that 
t;o y -nppl. n!'-!it and bol<ter tii) the 


clinically made assumptions of the pres¬ 
ence and degree of severity of liver 
disease. 

The primary objective of functional 
liver tests is to establish the presence 
or absence of disease or destruction of 
the liver parenchyma. At the same time 
the tests which utilize the normal physio¬ 
logic functions and processes of the liver 
bidicate their pathologic aberration 
from the normal. To be complete, the 
obtainable information ought to be 
capable of including: (1) an estimate 
of whether the disease and/or paren¬ 
chymal destruction and its consequent 
physiologic disturbance is early, late 
and, possibly, at the borderline of in¬ 
sufficiency; (2) whether the disturbance 
is capable of being corrected; (3) the 
extent of such possible recuiieration; 
(4) the potential possibility for further 
extension of the disease or parenchymal 
destruction; and (5) whether the patho¬ 
logic process is irreversible. 

Laboratory tests have not been as suc¬ 
cessful as we should like them to be in 
corroborating clinical diagnoses of he¬ 
patic disease. The tests depend on too 
many variable factors. The more reli¬ 
able tests are too complicated or ex¬ 
pensive for general use, except in a large 
hospital. Sometimes they are not suited 
to the particular case in question. They 
do not always give the desired informa¬ 
tion; and the results are sometimes am¬ 
biguous. The success of their clinical 
integration is variable. They are, how¬ 
ever, somewhat moi-e valuable in en¬ 
abling us to judge the character and 
intensity of the underlying pathologic 
process, the severity and extent of the 
cellular destruction, and the stage of the 
total illness, of which there is usually 
abundant clinical evidence. Then, too, 
rejjeated venous punchires injure the 
veins which later may be urgently 
needed for im])ortant tlierapeutic pur¬ 
poses. 




at.haiiam o. rriLEXSKy 


S3, 


The statonient of Boyeo and McFet- 
ridge' is well taken: “that the patient’s 
state may 1)0 oxtroiucly grave while this 
hej)atio fimotion remains within iioniial 
limits as one is able to measure those 
limits. In other words, the most ac¬ 
curate of tests must he permitted a rea¬ 
sonable margin of error, and it is pos¬ 
sible, because of the enormous reserve 
capacity of the liver, for a number of 
things to be seriously wrong while he- 
|)atic function remains unimpaired, at 
least by available standards of measnre- 
inent.” 

The interpretation of functional ab¬ 
normal liver test.s in medical and surg¬ 
ical patients, with and without clinical 
symptoms and without jaundice or otlicr 
elioitable evidences of liver disease, as 
indicative of Intent, early or occult liver 
disease, has been presented by a number 
of clinienl observers who have corrobo¬ 
rated these assumptions hy biopsy or 
operative specimens, showing olinnge of 
structural pattern, or in some instances 
by postmortem examination. Hepatic 
dysfunction or snbolinieal liepatitis, ns 
indicated by similar tests, liave been re¬ 
ported in other conditions—peptic ulcer, 
rheumatoid artliritis, skin disorders, 
neuroses and psychoses—by Wyler and 
Paulson. Nevertheless, these findings do 
not invalidate the others, because he¬ 
patic structural changes have on occa¬ 
sion been demonstrated in many of the 
conditions mentioued. Eeliable fmie- 
tional liver tests, tiien, may liave an im¬ 
portant corrol)oratory function and 
value along similar lines in the preop¬ 
erative study of surgical patients as 
indicating the presence of latent hepatic 
disease. 

Nevertheless, in practical surgery, 
several tests are beginning to stand out 
because of their additional importance 
in indicating certain potential dangers 
for which we possess therapeutic pre¬ 
ventive and/or corrective measures. 


These are: (1) hypoproteinomia; and 
■(2) disturbances of the blood clotting 
function. 

Furthermore, in practical surgery 
such available information has been 
successful in providing a proper basis 
for estimating the relative danger of any 
prospective operation. When investiga¬ 
tion and therapeutic trial show that the 
pathologic process is irreversible, and 
when such basic diagnostic and fnne- 
tional laboratory information is reli¬ 
able, well integrated with the clinical 
picture and well understood, it contra¬ 
indicates absolutely any contemplated 
operation, necessarily useless under the 
circumstances, which would almost cer¬ 
tainly be fatal. 

'riiere is, tiicrefore, abundant need for 
reconsidering our entire conception of 
the normal and abnormal variations in 
detenninable estimations of liver fnno- 
tion as a help in diagnosis and prog¬ 
nosis of hepatic disease. It must he 
borne in mind that the liver, as well as 
all otiior parenchymatous organs, per¬ 
forms its fnnotions by virtue of a 
definite and specific struetural pattern. 
Any change in the latter must obviously 
cause a corresponding change in the or¬ 
dinarily manifested function, with the 
proviso, however, that the latter, under 
some conditions, may not ho demonstra¬ 
ble or recognizable for the reason that 
the functions are made good by an 
enoi'mous compensatory effort in nniii- 
jiu'ed part.s of the same organ, because 
of a newly assumed mechanism in tlic 
same organ, or by the nssmnplion of any 
individual compromised function by nur 
other organ in the body. Functional 
disturbances can, therefore, only be ade¬ 
quately understood in conjnnction with 
a thorough knowledge of the normal 
variations in injury or disease. 

Age is a very important factor; and 
its effects must be thoroughly nndci’- 
stood. Estimations of liver fimotion 
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whicli would 1)0 assumed to be abuonual 
ill youiijior i)ersous (those under 55 or 
51) years of ag-e) are usual in individuals 
above this ago. In common with the 
changes which advanced age causes in all 
other structural parts and parenchyma¬ 
tous organs, similar changes in structure 
occur also iu the liver, which necessarily 
affect the functional capacity in a cor- 
res])onding degree: and those effects 
must tend to give pseudo-abnormal 
values. 

Then, again, when foreigm materials 
are used results differ according to the 
method and path of administration of 
the foreign material, i.c., whether the 
material is given intravenously or or¬ 
ally; and, in the latter method, whether 
it reaches the liver through the arterial 
liepatic circulation or the venous portal 
chaniiols. 

Ordinarily, the que.stion of fatigue— 
using this term in its broadest sense— 
in the exercise of any function enters 
also. T ]-eferred to this many yeai's ago 
in connection with the cholesterol me¬ 
tabolism, ])ointing out the successive 
periods of accumulation of cholesterol 
b()dios in conditions of fatigue and the 
disai»pcarance of hypercholesterolemic 
states in jieriods of vigorous activity. 
Mann' has suggested the “straining” of 
the liv<>r ca])abilities iu order to In'iug 
out minor, or less easily demoustrable 
ovidonces (tf change of function. This is 
tho fundamental mccliauism, perhai's, iu 
all niciliods using foreign substances. 

In a much too larire ])ro})ortion of the 
ra-f-. laqtatic function is demonstrably 
■laiijitainei! by comp<-nsatoiw effort. :is 
ii'lf i- -til! present in the stool, since 
th- r-- i- no iini'aii-in'-nt in vrlyeoirencsis 
nor . vi-o iif- of failun- to de;iinidi'/.e the 
, a- ii;-. in tlnit urea formation i< 

li an‘l a. ]iro'j:r'---ive incre:i<'* 
■ nor,- nro Im-t- in tho i>lood i- 

pictnri- of wt-H 
• -'i-;.' ; <b' nn.rk'-d !(V ;i!snim- 


inal distention, vomiting, rise in tem¬ 
perature, oliguria, appearance of albu¬ 
min, casts and red cells in the urine, 
increase of residual nitrogen iu the blood 
bleeding into the mucous surfaces and 
blood in the vomitus and in the stool, in¬ 
dicates only too well the severity of the 
illness and the fact that coma and death 
are approaching. In the absence of these 
manifestations, and in those cases iu 
which the previously outlined tests of 
liver function are not available or give 
no reliable information, it is imperative 
to know the manifestations indicating a 
severe and approaching fatal condition. 
These are as follows: 

1. Severe general symptoms, espe¬ 
cially fever and chills. This item 
is possibly of least importance. 

2. Anoi-exia or vomiting beyond the 
temporary or mild forms observ¬ 
able in the eaily stages of extra- 
he])atic lesions of the biliary tract. 

3. Shrinkage of the liver. This docs 
not include the shrinkage of a 
tem])Oi’arily swollen liver back to 
jiormal size. IVlien this evidence is 
reliable and indicates a decrease 
l)elow normal, it becomes the most 
important single clinical indica¬ 
tion of destruction of hepatic cells 
and impending hepatic toxemia. 
The ultimate stage of such shrink¬ 
age is acute yellow atrophy. 

4. Increasing .iaundice. 

•5. Any tendency to hemorrhage. 

(>. Diminution of the secretion of 
urine, not accounted for by a cor- 
res))onding diminution in the in¬ 
take or fluid and with oi" without 
laboratory evidence of diminished 
I’enal function. 

7. Demonstration of leuciiie or tyro- 
.-ine in the urine. 

>. Ih'tention of nitrogen in tlie blood. 

iK Sic^n- of disturbed cerebral func¬ 
tion — convulsions, stupor and 



AnjijirAii o. iriLEXsicT 


coma. These are evidences of im¬ 
pending or established hepatic 
, (“choleinia”) or of hepatorenal 
(“nreinia”) intoxication. 

In some cases in which operation has 
boon performed, additional facts are 
available; 

10. An operatively demonstrated cir¬ 
rhotic condition of the liver. This 
indicates far advanced disease and 
one in which terminal manifesta¬ 
tions may occur at nny time. The 
presence of nny degree of ascites 
only intensifies the significance of 
such findings. 

11. Undue prolongation of po.stopera¬ 
tive vomiting for which no other 
competent cause is demonstrable. 

12. Sudden and largo diminution in the 
discharge of liUe from an external 
Ihliary fistula, other facts and 
factors remaining equal and nn- 
olmnged. 

13. Jlarked diminution in tlio amount 
of Ihio in tlic stool in tlio absence 
of a discharging biliary sinus, 
otlior facts remaining equal. 

14. Appearance of postoperative ,iaun- 
dioD or any pronounced increase 
in previously existing jaundice. 

In clinical practice, important cir¬ 
cumstantial evidence is available which 
gives knowledge and can he used as a 
rough measure of tlie degree of hepatic 
disturbance, botli anatomically and func¬ 
tionally. In many enses{ though not all) 
the kidney, which after the liver i.s the 
great excretory and detoxifying organ 
of the body, attempts to compensate for 
any loss of liver function. It succeeds 
to a certain degree, hut commonly, 
sooner or later it fails in this respect 
also, hecanse the kidney is not fitted to 
handle many of the normal products of 
hepatic metabolism nor the abnormal 
toxic bodies liberated in the nonn.al or 


damaged liver coll enviromnent. The 
kidney promptly bi-eaks domi in its turn 
and becomes an important and fre¬ 
quently a decisive factor in the total 
subsequent dissolution. 

Tlic renal complication, or rather, the 
stage in which combined hepatorenal 
symptoms appear, may occur when 
jaundice is absent. It is impossible to say 
to what stage the hepatic disturbance 
must progress before clinical evidence 
of renal iiivolvcinont (hepatorenal syn¬ 
drome) can ho obtained. Under the oir- 
cumstance.s any significant change in the 
kidney could be omi)loyed, therefore, in 
properly selected cases, other things 
being equal, as a measure of the pre¬ 
ceding clinically recognizable disturb¬ 
ance in the liver. 

The urine may bo normal; commonly, 
however, tlio usual laboratory evidence 
of “nephritis” is present. Various de¬ 
grees of oliguria are present; complete 
anuria, however, never occurs. The con¬ 
centration of tlio urine is variable. Those 
changes arc, however, in no way diag¬ 
nostic, because of the jivotoin character 
of such changes; nor can they bo used 
ns a measure of nny disturhanoo. 

In ciinicni practice, however, func¬ 
tional di.stnrhanee in the kidneys is ho.st 
measured by the degree and e.xtent of 
anj- accompanying azotemia. Azotemia 
occurs in association with the following 
conditions: (1) severe and jirotracted 
vomiting; (2) immoderate and severe 
loss of intostin.al contents, either through 
the natural exit or through an artificially 
produced intestinal fistula, especially 
when it is present high up in the .ali¬ 
mentary canal; (.3) diabetes with aci¬ 
dosis, especially in the stage of coma; 
(4) hypofnnetion (Addison’s disease) 
or experimental removal of the adrenal 
glands; (.5) tranmafic shock; (fi) ex- 
ton.sive hnrns; (7) acute coronary tliroin- 
bosis; (8) profuse hemorrhage; (9) dis¬ 
eases of the liver and biliary tract .sneh 
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as are under discussion in this com¬ 
munication; (10) circulatory failure and 
collai^se following- operation, trauma or 
disease. 

With due regard to the above listed 
conditions, any degree of azotemia may 
be used as a measure of the severity and 
of the stage- of any liver disturbance 
jDresent. Some degree of azotemia may 
exist Avithout any apparent effect on the 
clinical picture. In the presence of a 
Ih'er lesion, however, it indicates a sec¬ 
ondary renal lesion (hepatorenal sjm- 
drome). At times it is the first indica¬ 
tion of an aggravation of the primary 
liA-er disease. Usually, hoAveA’'er, there 
are asthenia, anorexia, vomiting and 
disturbances of the sensoriinn. Such a 
combination of symptoms and labora¬ 
tory data indicates a very scA^ere lesion 
or an advanced, late or terminal condi¬ 
tion. And, in my experience, the level 
of the increased azotemia iDarallels the 
severity of the total disease. This is the 
A’alue of azotemia in any liver lesion. 

COXCLUSIOXS 

Tests of liver function are not essen¬ 
tially diagnostic and can only confirm 
prGA'iously made diagnoses of lAer dis¬ 
ease. Necessarily, no single isolated test 
can be of as great clinical importance 
as a series of repeated tests. When the 
test is repeated at regular inteiwals, the 
series of observations gWes a picture of 
the changes AA'liich go on in tlie progres- 
.sion or retrogression of the liA'er jjaren- 
ehymal lesion. At tlie same time they 
furnisli information about the potential 
ri.^h in eoutemplaled operations, and 
enable fairly accurate prognoses of the 
future course of events. 

The (juantitative condition and A'aria- 
tion of the i)rotiueinia and the abnormal 
variations of the blood clotting function 
eive the nio>t important information. 
Next in order are the tests Avhich meas¬ 


ure the degrees of jaundice. None of the 
dye tests are of enough clinical im¬ 
portance except the phenoltetraidoph- 
thalein test, and the latter gives only 
radiographically its most imiDortant in¬ 
formation of the mechanical conditions 
governing the excretion of the contents 
of the gall bladder. In the presence of 
such basic conditions, clinical assump¬ 
tions of the pathology and disturbance 
of function and of the progression or 
retrogression of the underlAung pathol¬ 
ogy must make additional use of other 
sources of circumstantial eAudence, and 
of these the most important is jdelded 
by the kidnej^ because of secondary 
changes occurring therein (hepatorenal 
syndrome). The disturbance in the lat¬ 
ter, especially the degree of any accom- 
}3anying azotemia, can be used as a 
measure of the anatomic and functional 
changes in the lAer. 
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EESUIME 

Les t*])reuves do fonctiou ue sout pas 
positivemeiit diaguostiques et ue servent 
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qu’a coufiniier les diagnostics faits pre- 
cedemenf. NeoBssaii-omcnt, niicunc 
eprenve scule ne pout avoir I’importance 
cliiiiqiic d’uiie sorio d’eprouves repetees. 
Quand I’epreuve est repete a des inter- 
valios r^uliers, les series d’observation 
nous ronseigiient sur le progres ou snr 
I’amelioration de la lesion parencliynia- 
teuso liepatlqne. Cos series en memo 
temps nous renseignent sur ies risqnes 
potentials d’une operation projetee et 
nous aident a formnler un prognostic. 

La condition quantitative ct Ic.s vari¬ 
ations anormalos dc la protinemie ainsi 
que les variations anormalos de la fonc- 
tion coagulatriee nous fournissont des 
renseignenients d’une grande utilitc. 
Les tests dos difforonts do’gres de .iau- 
nisse sont utiles. Nul test colorant, le 
plieinotetrn-idopthnleino escopto, no pos- 
sede une grande importance olinique et 
ee dernier ne nous reiiseigno que sur les 
conditions ineenniques qui gouvornent 
I’ivaeuatlon de la vosicule biliaire. 

L’assumption elinique de la pathologic 
fonctionelle et anatoiniquo des voics bili- 
nires et du progres ou de la retrogres¬ 
sion des lesions doit etre basoc sur les 
trouvailles de laboratoiro et sur les 
examens cliniques repetes. L'c.xnmen 
des fonotions renales est d’une haute 
utllite car les troubles liepatiqucs de- 
termlnenl frequeinment des lesions 
renales (le syndrome hepatorenal). Les 
lesions renales et le degre d’azotemie pre¬ 
sent nons aide a cvaluer les changcinents 
anatoiniqnes et les troubles fonction- 
nels du foie. 


las pruobas son z-epetidas eon regu- 
laridad a izitenmlos, las series de ob- 
servaciones asi vei’ificadas revelan los 
canibios de progresion o de rotrograda- 
cidn en la parenquima del higado. A1 
niismo tiempo las reaociones asi obteni- 
das sirvoii de conocimiento del riesgo 
poderoso en caso de interveneion qniriir- 
gica y permiten izn prognostieo acertado 
do los resultados posibles. 

La condioion cnantitativa y las vnri- 
aciones de la protinomla y las vai'ia- 
cioncs abnorraales cu la fnneion de la 
eoagulaeion dc la sangre ofrocen iin- 
portante iuforme. 

Oti-os dates neeesnrios son los ciil- 
eulos del grade o indice de icterieia. 

Ningnna do las pruebas dc tintes y 
sombras opacas tione sufloiente impor- 
taiicia clinica con excepcion do la phcnol- 
tetraidophthalein prouba, y azin esta 
solo nos da sombras radiograficas dc la 
condioion mocanica que revelan la ex¬ 
pulsion del oontenido de la vcsiculn 
biliar. 

En presozzoia dc estos elementos 
biisicos, la presunciozi clinica do la jzato- 
logia y do los desarreglos de fnneion y 
dc los Cambios en progresiozz y retro- 
grosion en la estnzetura orgiinica, liaran 
nccesario recurrir a otros datos do 
oi-igen cointeral, el infis importanle que 
es el z’iuon, por razon de los cambios 
secundarios que ahz se desarrollan (el 
sindi’ome hepatorenal). Los desarreglos 
I'cnalcs, especialmento los cambios ana- 
tomicos y hsiologicos que existen en el 
higado nos dan ayuda diagndstica. 


suMAEio Bmdoah 

Exaniones de la fnneion hepatica zio npoCu itynKnim ne-ieiiii ne iiiiciot ■iucto 
sou esoneialmento dizigndsticos, nnica- .xnarnocrn'iecKoS oneuKii n ynorpeC-iniorai 
meiito confzrman la sospecha de enfer- to-hko Aono.iHeuun pam.me nocran.zeii- 
'medad hepatica. "oro Auaruo3.r. UpoCti iiyaciio nooTopjiTi. 

Necesariamento niizgiiiz reactivo solo, lepea pcry.i.ipnue nepuo.zw npeMenu .z.zii 
podrii ser do gran importaneia clinica roro, ito-Cw ysicri, cocraGnTt npcActan.ie- 
como son las pruebas ropetidas. Cuazido ime o naTO-iornaecicosi npouccce a napen- 


58 


FUNCTIONAL LlVEIl TESTS 


XHMe nenenn, npaBiMLHoro npornosa 

6}v^ymero TeiCHna So-ieann ii ou,eiiKn 

piicKa npe;(.ioaceHHOH onepaniin. 

KoanHecTBCHHoe cocxoanne ii Bapuapiiii 
npoTiieHCMiin n a6nopMa.xbHi.ia Bapiiei^ini b 
(})yHKi;Hii crym,eHiia icpoBii ^arox Hai”i6o.xee 
yKasaHiiH. 

3axeM cxe;i,3^K)x npodw o^pe;^e.xeH^a cxe- 
nemi ace.xxyxu. IIS npo6 oicpacKOii xo.xlko 
i|)eHo.xbxexpaii,T,0(|)xa.xeiiH iiMeex icxnHnaec- 


-Koe BnaHeiine, ;^aBaa aepes pa'i;iiorpa$iuo 
OH,eHKy MexaHiiaecKiix ycxoBiifi ynpaBjxa- 
loiqiix BLi^excHncM co^epacaHiia xcexvHoro 
nj^SHpa. B npiicbixcxBiiii xaxnx ochobhhx 
3 :caoBHri H 3 '^acHo npn6eraxb k ;;p 3 ’^rnM npiie- 
MaM fl.xa opcHKii naxo-xoriiaecKOxo npou,ecca 
neaeiiii. Hb xaxiix, cajibie u,eHHbie axo npo- 
6 bi $ 3 rHKi;nii noaei:, a b ocodeiiHocxii 1133 '^- 
HCHiie cxeneHH asoxeMini, conpoB03K/i,aiou],efi 
naxo.iornaecKue iiSMeneHiia b noaicax. 


DUES EXEMPTION FOR THOSE ENGAGED IN 
ACTIVE MILITARY SERVICE 

At tlie meeting of the United States Chapter of the 
International College of Surgeons held in Chicago on 
March 30,1941, it was unanimously agreed h 3 ’- the Execu¬ 
tive Council that Associate Members, Members and 
Fellows of the International College of Surgeons are 
exempt from pa 3 mient of dues during the joeriod of active 
inilitaiy service. 





Restoration of Walking Capacity after Paralysis 
of Trunk and Leg Muscles 

AN OI’LRA 1 ION RCS I RICrlNC 1 HI. HIP JOINT TO MOVEMENTS IN TWO AXES 

E. SPIRjA, M.D., D.Sc.* 

TEL-AVIV. PALESTINE 


E xtensive paralysis of totii legs 

combined srith partial paralysis 
of the muscles of the trunk ren¬ 
ders the task of restoring walking 
cajiacity extremely difficult. 

By repairing interfering muscular 
contractures, one nearly always suc¬ 
ceeds in enabling such patients to stand 
with the aid of an apparatus. However, 
walking with such an aiiparatus, which 
encloses both legs and the trunk, be¬ 
comes most fatiguing. In addition, the 
paralysis of the iliopsoas muscle jirc- 
vents flexion at the hip joint. The pa¬ 
tient is compelled to move forward by 
twisting his trunk around its vertical 
axis. This kind of propulsion is very 
troublesome and slow. 

The gait could be considerably im¬ 
proved if it were ])Ossible to lid one leg 
of the apparatus. In this ease the leg 
confined in fhe apiuirafus would act as 
support only, and the free leg could be 
made to swing forward with the aid of 
the trunk. 

The realization of the plan meets with 
the following difficulties: A leg, com¬ 
pletely or almost completely paralyzed, 
liehaves exactly like the leg of a skeleton, 
wired as for teaching puriioses. When 
brought to swing, it doe.s so equally in all 
planes; hanging down, if assumes a posi- 

•From neiliiitoii Hospital 


tion of external rotation at the hip and 
of moderate flexion of the knee. Thus it 
can be used neither for walking nor for 
support. 

In both the paralyzed leg and the leg 
of the skeleton these defects can be cor¬ 
rected by linking the great trochanter 
with the bony pelvis. This does away 
■with the external rotation and allows 
movement in the sagittal plane only. 
IVe applied this principle in the follow¬ 
ing case. 

TYPICAL C.VSE 

The patient, a boy aged 10, was af¬ 
flicted witli widespread paralysis follow¬ 
ing anterior poliomyelitis at the age of 
five. In its acute stage the disease led 
to paralysis of the whole body oxcejit 
the muscles of respiration and degluti¬ 
tion. Tlie final stage of muscle recovery 
was reached after half a year. He had 
not walked since the beginning of his 
illness, being moved about in a wheel 
chair. 

Physical Examination: In lying posi¬ 
tion the thorax and arms were well de¬ 
veloped. There was moderate lumbar 
lordosis. Abdominal walls were .slack. 
Both legs were flexed at the hip and 
knee joint.s and rotated outwardl.v at 
the hip. Both feet were in extreme 
equinns position. Angles of flexion were 
as follows: Left hip flexion 155°, abduc- 


50 



(50 


PAh’ALYSIS OF TFVNK AND LEG MUSCLES 


tion 20°. Eight hip flexion 160°, abduc¬ 
tion 15°. Left Imee flexion 150°, genu 
valgum 10°. Eight knee flexion 170°. 
Left foot; extreme equinus position, toes 
bent plantai’wards. Eight foot: equinus 
pronation of the forefoot. 

The patient managed to sit up only 
by the aid of both arms, supporting 
himself on the mattress and squatting in 
order to gain a broader plane of sup¬ 
port. The paresis of the abdominal wall 
was more evident in the sitting position. 
A pronounced kyphoscoliosis of the lum¬ 
bar spine, convex to the left side, with 
compensatory curves, Avas manifest. 

The patient was unable to stand, even 
'Avhen supported by other persons. 

Neurologic examination of the mus- 
•les was much hampered bj’- the existing 
contractures. In the left leg a Aveak re¬ 
sponse Avas obtamed: Mm. iliopsoas, 
gluteus maximus, triceps surae, flexor 
digitorum longus. In the right leg: 
Aveak response, Mm. tensor fasciae 
latae, blutaeus maximus, biceps femoi’is; 
energetic response, Mm. extensor hal- 
. lucis longus, extensor digitorum com¬ 
munis, Mm. peronei, triceps surae, flexor 
digitorum longus. 

Treatment: First, the contraetui'es 
Avere corrected under general anesthe¬ 
sia, folloAved by tenotomy of the left 
tensor fasciae latae and, in the right 
foot, transplantation of the extensor 
hallucis longus on the scaphoid b()ne and 
arthrodesis of the articulatio talo- 
cuneo-scaphoidea. After operation a 
plaster east Avas applied, including and 
fixing both knee and hip joints in hyper¬ 
extension. 

After reinoAml of the plaster east six 
weeks later the patient Avas given an 
orthopedic apparatus, A\*ith a peMc 
j)ieee, for the left leg. Because of the 
lack of the right iliopsoas muscle and 
the AA’eakness of the gluteus maximus no 
splinting apparatus aa-us ap})lied to the 


right leg, only an apparatus for the 
shank in order to preserve the result 
of the tendon transplantation and ar¬ 
throdesis. ' 

The first Avalking attempts shoAved 
that the right leg, Avhich remained out 
of the ap]Aaratus, AAms not fit for Avalking 
or stamling. In bearing Aveight the leg 



A strip of f.^scia Inta links tlic great froclianter yitli 
(lie pelvis. This technic, while restricting the hip joint 
to movements in two .axes, restores the walking 
capacity. 

gave AA'ay, OA\dng to the reasons men¬ 
tioned aboA’e (outAvard rotation, flexion 
in hip and knee joints). SAA-ung forAA^ard, 
the leg began to dangle irregularly; he., 
the patient shoAA^ed essentiallj’ the same 
])henomena as described above in the 
skeleton leg. 

We noAA' carried out the plan sug¬ 
gested initially, linking the great tro¬ 
chanter Avith the pelvis by means of a 
strip of fascia lata. First, a longitudinal 
incision aa’us made doAA’UAA’ard from the 
middle of Poujiart’s ligament. The pec- 
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ten ossis pubis was exposed. A cauul 
was drilled tlirougli tlie superior ramus 
of the pubic boiie. 

Secondly, a longitudinal incision was 
made on the lateral aspect of the tbigb, 
starting 5 cm. above the great trochanter 
and rnnning down the whole of the 
thigh, A strip Vj inch wide and as long 
as the tliigh was cut from the fascia 
lata and left attached to Us insertion 
above the great trochanter. Its distal 
end was separated from tlie muscle. One 
assistant brought the leg into extreme 
inward rotation, the great trocliantcr 
thus being brought to the front. A canal 
was drilled through the great tro¬ 
chanter. The free end of the fascial 
strip was drawn through it and thrust 
through the superficial layers of the Y- 
shaped ligament, by moans of a blunt 
instrument, until it was brought to the 
incision in the pubic region. Then the 
strip was led through the canal in the 
pnbio bone from the lateral to the medial 
side, pulled tight and brought back the 
same way to the groat trochanter. There 
it was again pulled tight, so that the 
leg remained inwardly rotated and fixed 
to the periosteum (see illustration). The 
wound was then closed and the leg re¬ 
tained in inward rotation for six weeks 
by means of a plaster cast. 

After removal of the plaster cast the 
leg remained in moderate internal rota¬ 
tion. The patient was brouglit to a 
standing position with the aid of a cal¬ 
liper shoe, wliicli, keeping the foot in 
sliglit equinus position, secures a firm 
extension in the knee joint. This, to- 
gotlior with the elimination of the out¬ 
ward rotation in the hip, fits the teg for 
support and weight-hearing. In swing¬ 
ing forward the leg describes a pure 
sagittal curve, as illustrated with the 
e.xijeriinont on the skeleton leg. 

Results: The net of walking obsciwed 
in our jiatient after all these measures i.s 
as folloAvs: The patient swings the free 


operated leg forward by a quick move- 
mejit of the body, hearing his weight on 
the leg which is still inclndod iji the 
apparatus. The equinus jiosition of the 
foot leads to a strong although passive 
extension of the free log at the knee, 
enabling it to hear the weight ade¬ 
quately. The confined leg is then swung 
forward by means of a similar quick 
body movement. 

It goes without saying that intensive 
exercises were started at once to teach 
the patient to make rigid use of his leg. 

Eleven months have elapsed since the 
operation. The patieid is steadily im¬ 
proving. He is now able to attend .school 
and to walk for an hour on sandy, un¬ 
even soil without tiring. He uses two 
walking sticks for support. 

RfiSUME 

Une metliode cst deerite aveo laquello 
les mouvoments qui infervicimont dans 
I’articulalion de la hnnoho sout elim- 
ines. En ehci'cliant d’amclioror les re- 
sultats ohtenibles avec un apparat qui 
confine les jamhos et le hassln, I’antonr 
a fait I’operation deerite dans le rapport 
du cas. Elle a les suivants avantages: 
nil, inalgro la paralysie hilateralo, iiiio' 
jamhe soiilcment est enfcrinee dans I’ap- 
pareil; deux, la jamhe lihre devient utile 
])onr soiitenir ct porter le poids du corp, 
cii oscillant en avant elle docrit une pure 
courhc sagittalc. L’operatipn rediiit 
aiissi le poid.s de I’appnroil neeossaire. 

SU MARIO 

Se describe un metodo ]ior el ciial so 
crmuiian los movimientos rotatorios in- 
tertcrentes de la articuiacion de la 
cadera. El aiitor hixo la operaoion des- 
crita en el caso qiie se anota, trnfando 
do iiiejornr los mc'todos ohtenidos jior 
medio del aparnto qiie aprisiona la pel;,, 
vis y los iniem' Tiene 'en'- 
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tajas: primero, a pesar de la paralisis 
bilateral solo uu miembro se coloca en 
el aparato. Segundo, el miembro libre 
se vueive util tanto para aguantar el 
soporte como el peso; al moverlo hacia 
delante describe uiia curva sagital. La 
operacion tambien reduce el peso del 
aparato. 


Bhbo;i,i>t 

AcTop onncHBacT npoue/;ypy, KOTopaa 
iiMcet cjie;;yionj;ne npeitJiymecTBa: hccmo- 
rpa na to, 'ito ode OKone'inocTn napaaiisy- 
BaiuiBi, o;^Ha ToaBKo saKJuoaeniia b annapa- 
Te. CBo6o;;iiaa irora xaKiiM odpasoM npn- 
rOr’^na no;;;;epacKii. Onepapiia xaKJKc 
yMeHBUiaex sec annapaxa. 
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Argumosa’s Two Methods of Blepharoplasty 

(Usually Attributed to Other Authors)* 

M. MARQUEZ, M.D. 

MEXICO, D. F, 


I N A book ■written bv me in 1936‘ I 
submitted definite proof tliat the 
Spanish surgeon Diego de Argumosa 
■was the first to develop and practice 
sucoessfolly the two methods of Ificpha- 
roplasri' which the literatm-e credits 
wrongfully to the eminent German sur¬ 
geon Dieffenbaoh and the distinguished 
Hungarian surgeon Imre. Because the 
recent oiril war in Spain limited the 
eiroulation of this hook, I am taking ad¬ 
vantage of the international good-will 
that always prevails at these meetings 
to again call attention to this injustice. 


With reference to that type of hlepha- 
roplasty described in the text-hooks on 
facial and ophtliahnic surgery as tlie 
Dieffcnbaeh procedure, we claim, in ac¬ 
cord with other Spanish authors, such 
as Calvo and Martin^, Escribano®, and 
Ribera'*, that it should he named after 
Argiunosa, or if necessary, it may 
he called the “Arguinosa-Dieffenhach 
hlepharoplasty” in deference to the 
latter surgeon, . 

The above named Spanish authors, 
and particularly Ribera, have persist¬ 
ently demonstrated that Argumosa was 


[ 

J 

I 


Fig. 







Copy of Argumosa’s report of Ms operation, signed November 18, 1833. 


• Presented at the Third International Assembly of the 
International College of Surgeons m Mexico City, 
August, 19'11 


the first to perform this operation. The 
latter author, in proof of this contention, 
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submits a cop}’- of certain paragraphs 
from the original report that professor 
Diego de Argumosa read before a public 
meeting of the Faculty of the College of 
San Carlos (The Faculty of Medicine 
of the University of Madrid). In that 
original memoir, which is still on file in 
the medical library (Fig. 1) and in Ar- 
gmnosa's ovm surgical papers published 
several years later®, one finds definite 
proof that the latter author developed 
and practiced this procedure in October, 
1832 (the day is not stated), recording 
and signing his memoir (Fig. 1) on this 
operation on November 18,1833, and that 
it was finally read at a public session of 
the Medical Faculty on April 3,1834. On 
the other hand. Dieffenbach first prac¬ 
ticed this procedure at the clmic of 
Lisfrane in Paris in the year 1834, and 
published it in 1836®. 


defect of the lower eyelid that results 
from the resection of tumors in this lo¬ 
cality by preparing a flap from the adja¬ 
cent external skin area as folluws; Prom 
the point c of the triangular defect abc 
(Fig. 2, I) either a horizontal or a 
slightly curved incision is made towards 
the temple (Pig. 2, c d ov c d'), then from 
the point d or d' another incision is made 
parallel to the external edge he of the 
excised triangle ahe {ed or e'd'). The 
rectangular flap thus obtained [hede or 
bed'e') is mobilized to the line b e orb e' 
and the whole flap is then brought in¬ 
ward to cover the triangular defect abc 
(Fig. 2, II), thus leaving another equally 
triangular defect in the outer side of the 
flap which is either allowed to granulate 
or is covered by skin graft. 

In the Faculty of Medicine of the Uni¬ 
versity of Madrid I foiind three old wax 
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Fig. 2. Ecfilling and repairing inverted triangular defect of lower ej-elid by preparing a flap from the adja¬ 
cent external skin area. 


Argmnosa was, therefore, the first to 
develop and to officially record this 
blepharoplasty; for this reason I feel 
that it should lie called the “Argmnosa- 
Dieffienbach blepharoplasty,” 

This procedure consists in refilling and 
repairing the inverted triangular-lilvc 


models which are now on file in the li¬ 
brary of the ophthalmologic clinic de¬ 
picting the aliove operation, and tlie 
same may be said for a picture that is 
printed in Argumosa’s original text-book 
of surgery®. The following technic used 
by me successfully in a case of congenital 



M. Misgusz 


as 


eoloboma of both upper eyelids and in¬ 
volving part of the eyebrows may be 
considered as a special modification of 
the above original procedure of Argu- 
mosa. After resection of the coloboma 
the triangular defect ABC (Fig, 3, I) 



Fig. 3. Tnangular defect refilled by mobUizing ft flap 


the defect are approximated and sutured 
(Fig. 3, n). The triangular defect left 
on the outer side of the flap may be 
allowed to fill in by granulation, since 
the ensuing sear will not interfere mth 
the function of the lid. The functional 



that borders of defect are approximated and sutured 


was refilled by mobilizing a flap prepared 
as follows: A horizontal incision (1 cm.) 
extending lateralward (D E), is made 
from the outer commissure, then a ver¬ 
tical incision (E F) is made almost par¬ 
allel to the external border (B C) of the 


and cosmetic results in this case Avere 
excellent. 

The second procedure of Argumosa, 
and named by him “geno-blepharoplas- 
ty,” was developed and practiced by this 
author in 1832 but, unfortunately, was 
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tioned book, depicts one of the cases on 
which he operated for the resection of 
two telangiectatic tumors. The one lo¬ 
cated in the lower lid Avas resected by 
two circmnscribing semilunar incisions, 
while the other one in front of the ear 
was removed with tAvo incisions shaped 
like an almond, by continuing the inci¬ 
sion resulting from the union of the last 
tAvo in a cm-Am AAuth the concavity facing 
inAvards and upAA’ards until it met the 
internal portion of the semicircular flap. 
B}' mobilizing the flap betAveen the tAA'o 
extirpated zones until the defect created 
is completely covered, he obtained the 
results shoAAoi in Figure 4, II. This second 
procedure of Argmnosa leaA'-es no loss of 
s substance after the original defects are 
coAmred. 

Imre’s procedure" is someAvhat similar 
to the aboA’e, for it onl}^ differs from it 
in that, AAdiether or not there is another 
lesion in that region, he resects a small 
triangle, the so-called “BurroAA^’s tri¬ 
angle” (Fig. 5, iipper), Avhieh facilitates 
the uiDAA’ard and outAA'ard mobilization of 
the upper flajD, then, by freeing out¬ 
wardly the loAver flap (see direction of 
arroAvs in Fig. 5), the inferior lip of the 


f L 



Fig. 6. Technic of reaction of 


j . . ., ! 



Fig. 5. Imre’s procedure resects “Burrow’s tri¬ 
angle to f.acilitate mobilization of upper flap, then 
freeing outwardly lower flap. 


fore, it could be called the “operation of 
Argmuosa-Imre. ’ ’ 

There is another method AA’hich I have 
deAUsed by combining the Arguinosa- 
Dieffenbach blepharoplasty AAuth the 
method of SzyinanoAvski, hj reA’-ersing 
the latter procedure. This technic Avhich 
I haA^e used successful!}’' to cover the de- 


E- 



tumors of lower lid. Follow text. 


small triangle can be brought into ap¬ 
proximation Avith its supero-external lip, 
covering the created defect. As may be 
seen, this operation is very similar to 
the one performed by Argimiosa; there- 


fects that result from the resection of 
small tumors of the loAver lid may be 
described as folloAcs (Fig. 6, I): After 
resecting an epithelioma from the free 
border of the right loAver lid. the tri- 
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angle-like area of healthy tissue (^1 E C) 
is extirpated; then the interniarginal 
incision {B F) is made and extended 
upwards and outwards, connecting the 
points F E, this latter incision being 
slightly curved. Next, the vertical inci¬ 
sion [E D) is made and the resulting 
quadrangular flap {G B F E D) is dis¬ 
sected dovTi to the level of an imaginary 
line connecting the points C D. By ap¬ 
proximating the borders of the flap 
(B F E) to the edges {F' B' A', Fig. 6, H) 
the defect is covered, leaving only the 
denuded area {E' F' D') which can be 
considerably reduced by suturing the 
angles E' D' so that the resulting scar 
becomes almost imperceptible. 

SUMMABV 

Two methods of blepharoplasty were 
first practiced by Argimiosa: (1) The 
one attributed to Dieffenbach, but which 
was first developed and practiced by 
Argumosa in 1832, and later published 
by him in his Resumen de Cirujia in 1858. 
His original memorandum, the last por¬ 
tion of which has been submitted in evi¬ 
dence (Pig. 1) and which describes his 
method, was signed on November 18, 
1833, and read at a public session in the 
Colegio de San Carlos of the University 
of Madrid. Dieffenbach, on the other 
hand, performed this operation in Paris, 
in 1834, and published it in Casper’s 
Wocliensolirift in 1835. (2) The method 
described by Imre in 1930 is substantially 
similar to the one practiced by Argumosa 
in 1832, and published in his Resumen 
de Ciriijia. There is thus no doubt on the 
part of the author that Argumosa was 
not only the first to perform this opera¬ 
tion, but also the first to publish it. 

The methods which I have devised for 
the resection of eolobomas of the upper 
eyelid and of small tumors of the lower 
eyelid are but variants of the Argumosa- 
Dieffenbach procedure. 
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RESUME 

Sans doiite Argumosa a pratique les 
deux precedes suivants de blepharoplas- 
tie en 1832; (1) Celiii attribue a Dieffeii- 
bach publie par Argumosa en 1858 dans 
son Resumen de Cirugia. Dans la Biblio- 
teque de la Faculte de Medecine de Mad¬ 
rid se troiive le memoire originel, doiit 
nous avons reproduit la partie finale, 
avec la date dii 18 iiovembre 1833. Le 
memoire fut In en session pnblique dii 
College de San Carlos de Madrid (Fao- 
ulte de Medecine). Dieffenbach exeoiita 
ce precede a Paris en 1834 et le publia 
dans la Casper’s IVocJienschrift, 1835. 
(2) Celiii decrit par Imre en 1930 est 
sensiblemeiit lo m§me qu’avait mis' en 
jn-atiquo Argumosa en 1832 et public 
aussi en 1858 dans son Resumen de Ciru¬ 
gia deja cite. II est hors de doute 
qu’Arguniosa non seulement I’a execute, 
mais aussi il I’a publie longtemps avant. 

Des variantes dn precede d’Argiimosa 
sont cellos que I’auteiir (Marquez) a 
appliquees aux cas de colobome de la 
paupiere siiperieure et a I’extirpation do 
petites tumeuvs de la paupiere iiiferioure. 

SUMAEIO 

Argumosa fue qnien practico primero 
los dos procediinientos siguientes de 
blefaroplastia: (1) El atribiiido a Dief¬ 
fenbach, publicandole en 1858 en sii 
Resumen de Cirugia hahiendo sido piies- 
to en practiea en 1832. Consta archivada 
la memoria original (cuyo' final se re¬ 
produce en el texto) con la fttclia de 1? 
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de Noviembre de 1833 liabiendo sido 
leida en sesion piiblica del Colegio de 
San Carlos de Madrid (Faeiiltad de 
Medicina). Dieffenbacli la ejecnto en 
Paris en 1834 y la pnblico en Casper’s 
Wocliensclirift, 1835, pagina 7. (2) El 
descrito por Iinre en 1930 es sensible- 
mente el mismo que liabia sido puesto en 
practica por Argmnosa en 1832, xniblica- 
do tambi«i en 1858 en su citado Restmien 
de Ciriigia; no cabiendo, por tanto, dnda 
algnna de que Argmnosa no solo lo eje¬ 
cnto sino qne tambien lo publico antes. 

Del procedimiento de Arguinosa-Dief- 
fenbacli son variantes las qne el autor 
de este trabajo ha aplicado a los casos 
de coloboma del parpado superior y a la 
extirpacion de peqnehos tmnores del 
parpado inferior. 

Bbibo^m 

Argumosa (Ap^IO^to3a) nepBtut paspado- 


Ta.!i ;i;Be 6nepaii,ini d.^ecJtapoioacTinai: (1) 

llepuyio, xaK iiastiiiaeMyio onepapmo 
(|)eH6axa, Koxopyio ApnoMosa nepnaiM co- 
Bepma.ir b 1®82 ^o;^y ii nosuee ony6jinKOBa.n 
ee B ero Pec 3 "MeH Iliipynia b 1858 ro;^y. 
Ero opiiniHajT, KoxopHfi aBxop onucBiBaex 
(3>nr3"pa 1), dtu noAnncan iim 18-ro Ho- 
adpji, 1933-i'o ro^a, n dti.x npoaiixaii n 
OTicptixou cecciiii B Ko.xeriio Cau Kapjioc 
Ma;^plr;^;cKO^o 3^HnBepcnxexa. ^iiipleiidax 
cAe.xaji 3X3’--H:e onepaunio b IlapinKe b 1834- 
OM rofly n oxnenaxa.x ee b 1835 -om ^o;^y b 
Kacnep BoxeumpiuM. Mexo^i, onircaniitnl 
Hxipo B 1930 -om voj\y noBxii ini'ieM ne ox- 
.xiniaexcB ox onepaniiii Aprionosa. Asxop 
3"Bepeii, Bxo nepBeiicxBO ^poII3Bo;^cxBa n 
oniicaHiiii onepapiiii ^p^Ha;^.xe 2 KIIx Aprio- 
M033". 

Mexo^iiy aBxopa peseKuini ko;io 6 omm 
B epxnaro BCKa ii mbjibix on 3 ’’xoJiei“i iniaciiBro 
BCKa npe.>;cxaB.xBiox codofi Eapiiai^mi onepa- 
nnii Apri0M03a-^n$$eH6axa. 
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Postoperative Prognosis in Tumors of the Adrenal Cortex 


S URGERY, so intrinsically enhvined 
with the advances in evei'y brandi 
of medicine, promises, as in the 
past, “to bring forth new advances. The 
use of new technics has made post¬ 
operative prognosis more certain and 
aeeurate following removal of tumors 
of the adrenal cortex. Until recently, 
however, the role played by tumor trans¬ 
plants in postoperative prognosis has 
been almost entirely unknown or 
neglected. 

Dr. Rudolph Nissen’s recent contribu¬ 
tion gives much food for thought to the 
hitherto meager infonnation on this 
subject. 

In a paper entitled “Tumors of the 
Adrenal Cortex; A Procedure Whereby 
the Post-Operative Prognosis May Be 
Improved,” published in Experimental 
Medicine and Surgery, 1 :309, 1943. Dr. 
Nissen reported a ease of a woman 54 
years old from whom a large cortical 
tumor of the left adrenal gland, weigh¬ 
ing 670 gm., was removed. 

Particularly in women, there is dan¬ 
ger of adrenal insufficiency following re¬ 
moval of such a tumor. Therefore, in 
order to improve postoperative prog¬ 
nosis in this patient’s case, a transplanta¬ 
tion of two small pieces of tumor tissue 
was effected into the subcutaneous fat 


near the incision in the hope that the 
tumor tissue graft would continue to 
secrete the specific hormone and pre¬ 
vent the fatal outcome usually resulting 
from profound adrenal insutEoienoy. 

In spite of subcutaneous, intramuscu¬ 
lar and intravenous administration of 
every known variety of adrenal cortex 
hormone before and after the operation, 
for the first forty-eight hours the patient 
did not improve and the prognosis looked 
gloomy. A low blood pressure, high 
temperature, rapid pulse and respira¬ 
tion, vomiting, rash on the body surface 
and abdominal distention wore present 
nevertheless. Slowly the clinical pic¬ 
ture changed, and the patient’s condi¬ 
tion became normal, after which she was 
discharged from the hospital. By the 
end of ninety days all symptoms of 
masculinization had disappeared. 

Following the operation urinalysis 
revealed a drop in n-ketosteroids from 
58 mg. to 0.7 mg. and in 6-ketostoroids 
from 16.7 to 0 mg. (Dr. E. J. Baumann). 

The histologic report based on slides 
of the .suprarenal made on removal of 
the grafts one year later .showed tliat 
the transplants had not diminished in 
size and had retained their character¬ 
istic morphology (Dr. P. Klempero-). 

It seems reasonable to ass' ' 
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hormone was probably supplied from 
the transplanted tissue beginning with 
the second day, and its protective action 
cariied the patient through the critical 
period following the operation until the 
opposite adrenal had an opportunity to 
reestablish a hormone balance. 

It may be argued that such trans¬ 
plants might become malignant; in such 
event radical excision may be done eas¬ 
ily, because of ease of accessibility. 


This study is an absorbing one, and 
further experimentation along the line 
initiated by Dr. Nissen may reveal the 
growing importance of this method in 
improving postoperative prognosis in 
certain types of tumor transplants. 

Max Thorek. 

BIBLIOGRAPHY 

{Referred to in Dr. Nissen’s Article) 

1. Goldzielier, M. A.: The Cyclopedia of Jtedicine, Sur¬ 
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1941 . 
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Do Urinary Antiseptics Cure Urologic Conditions? 


F oe many years it has been the 
ardent hope of physicians and, in 
particular, urologists that some 
da 3 ’- a urinaiy antiseptic would be pro¬ 
duced that would sterilize the ui’inary 
ti’act and clear up infections resistant 
to internal medication. One drug after 
another was developed after consider¬ 
able travail, onh^ to be set aside as more 
or less unsatisfactoiw and disappointing. 
Then came the sulfonamides, a veritable 
landmark in urology, and hopes again 
rose with the publication of the miracles 
performed by these drugs, particular!}^ 
the successive modifications and im¬ 
provements of the original sulfanila¬ 
mide. 

Although there is still much to be 
learned about these products, we have 
already acquired much definite knowl¬ 
edge of wliat they can do, and what is 
more important, we are gradually learn¬ 
ing wluit they cannot do and why. 
Interminable jiainstaking studies have 
been made, and are still being made, 
which reveal the great therapeutic val¬ 
ues inherent in these tlrugs, as well as 
the d:inger.s involved in thtdr indiscrim¬ 
inate use. < )ne might say these tlangers 
exist, to a lesser degree of course, even 


when the sulfonamides are employed 
with great care and caution, but we are 
learning how to detect the earliest signs 
of danger and how to combat it. 

Chief among these dangers is the in¬ 
creased concentration of the drug in the 
blood, which is the direct result of the 
administration of heavy dosage without 
regard to the renal potentialities. It has 
been shown that a given dosage in cases 
with normal renal function produces no 
toxic symptoms; whereas the same dos¬ 
age produces toxic reactions when the 
renal function is impaired. More recent 
experience, however, has demonstrated 
that heavy dosage is not always neces¬ 
sary. As Helraholz and others have 
shown, many infections of the urinary 
ti’act will clear up in a most satisfactory 
manner under minimal dosage, espe¬ 
cially when accompanied by an adequate 
fluid intake. 

There is little or no danger of stone 
formation or other damage to the kid¬ 
neys from sulfadiazine, the least toxic 
of these drugs, when minimal doses are 
employed, in cases with good renal func¬ 
tion. It goe.s without saying, however, 
that there are cases in which it is neces¬ 
sary to administer larger doses; but as 
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these eases usually are hospitalized, with 
facilities for the early detection of signs 
of danger, the risk is greatly reduced. 

The problem of sulfadiazine crystal 
concretions still remains partly un¬ 
solved. The principal factor in this com¬ 
plication is the heavy concentration of 
the drug in the urine. This may occur 
either in the form of the drug itself or 
in its acetyl derivative. The danger of 
concretion formation can he reduced by 
increasing the alkalinity of the blood 
and elevating the temperature, as 
emphasized by Barnes. This is con¬ 
firmed by the observation that with the 
administration of large doses in certain 
conditions, notably pneumonia, concre¬ 
tions usually appear after a fall in the 
temperature. 

The crux of the problem involved in 
the use of the sulfonamides lies in the 


fact that there is a definite element of 
danger in their use unless the renal 
function is good. Constrictions, sharp 
anatomic angles, atonic ureters and sim¬ 
ilar organic conditions, by their inter¬ 
ference with normal renal function, 
naturally militate against successful re¬ 
sults rvith these or any other drugs. If 
there is a moral to be drawn or a lesson 
to be learned, it is that urinary anti¬ 
septics do not and cannot cure organic 
pathologic conditions in the urinary 
tract and that in all cases resistant to 
sulfonamide therapy diagnostic urologic 
studies should be made; better still, they 
should be made before therapy is begun. 
If this is done, many or all of the serious 
complications of sidfonamide therapy 
may be prevented and disappointment 
in the results avoided. 

A. L. ITolbarst 


IN MEMORIAM 

Dr. Ralph A. Bowdle, F.I.O.S., of East Ely, Nevada, passed away in October 
of coronary heart disease. Dr. Bowdle has been a Fellow of the College since 
the early days of its organization. 

Dr. W illia m M. Dunn, P.I.C.S., Atlanta, Georgia, passed away on Januaiy 4. 
Dr. Dunn was one of the earliest afiiliatos of the College. He did much to 
further its interests in Georgia and the South. His passing removes a valued 
Fellow from our organization. 





Difficulties of a Chinese Army Surgeon 

DR. J. HENG LIU, F.I.C.S. 

^VASHINGTON, D.C. 


C HINA lias been at war with Japan 
for almost six years, and most of 
that time had over 5,000,000 men 
in the field. Casualties have been many, 
but exact figures are not available. Par¬ 
ticularly during the first six mouths of 
the war, the number of casualties ran up 
very rapidly to hundreds of thousands, 
making the care of the wounded a very 
difficult task indeed. At that time China 
still had her transportation and her big 
cities, but even so, concomitant with a 
series of retreats and extensive migra¬ 
tions of the population, the transporta¬ 
tion of the wounded and their medical 
care immediately became a tremendous 
problem. Hundreds of field and base 
liospitals were quickly set up, and all 
hospital facilities, public and private, 
were commissioned for military service. 

It is evident that in such a rapid ex- 
]iansion of the medical services in the 
army, the quality of service had to suf¬ 
fer. Rush orders were sent to Europe 
and America for equipment and sup- 
])lies, and production for those items 
which could be manufactured in China 
was ste])ped up. The serums and vac¬ 
cines winch our armies used were al¬ 
most entirely produced in Chinese labo¬ 
ratories by Chinese bacteriologists, 
('otton. gauze and bandages were for the 
most jvart produced in t'hina. Various 
simpler tyj)es of equipuiont, instruments, 
chemicals and drugs were also being 
manufactured in China, but the greater 
part of the medical necessities had to be 
imported. 


As the blockade tightened up, it be¬ 
came more and more difficult to bring in 
supplies from the outside, and their 
transportation, first through Shanghai, 
had to be routed through Hongkong, 
Indo-China, Burma over the Burma 
Road, and now only by air through 
India. 

The availability of personnel was also 
a serious problem. The Chinese army 
medical services now have a strength 
of about 30,000 medical officers, of whom 
only 7 per cent (roughly 2000) are 
graduates of medical colleges. The rea¬ 
sons for this state of affairs are quite 
apparent, but require certain explana¬ 
tions. The total number of all doctors 
in China (graduates of medical schools) 
is only about 10,000. This gives an aver¬ 
age of one doctor to 40,000-50,000 popu¬ 
lation as compared to the average for 
the United States of one doctor to 700- 
800. Native doctors prescribing herbs 
are not included in these figures, because 
they cannot qualify as army doctors 
anyway. 

^lany of these doctors are still in oc¬ 
cupied territories, and for one reason 
or another could not move into Free 
China. Cities like Shanghai, Peiping, 
Tientsin, Hongkong, Hankow, which 
have always had the largest numbers 
of doctors per unit of population, are 
not by any means even now depleted of 
their medical practitioners. Probably 
4U to 50 per cent of the doctors in China 
still live and work in the occupied ter¬ 
ritories. 
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DIFFICULTIES OF A CHINESE AEMT SUEGEON 


enmg feature is the toughness of the 
Chinese soldier. It enables him to hear 
a great deal of pain, and it is remarkable 
to see hoAv nature will take care of a. lot 
of conditions, medical as well as surg- 
, ical. It is a well-kno^^^l fact that poor 
surgery under improper conditions can 
do much damage, and I personally have 
seen hundreds of bullet or shrapnel 
wounds heal by first intention without 
I'eceiving any more care than the ap¬ 
plication of a simple first-aid packet. 

These first-aid packets have been sup¬ 
plied to every soldier ever since the be¬ 
ginning of the war. Their contents have 
been changed several times. Some had 
only sterilized cotton or gauze, others 
Oiad iodine or mereurochrome. It is only 
'll recent months that sulfanilamide 
owder has been included in some of 
them. 

A great deal of attention has been 
given to the training of the army med¬ 
ical personnel Short courses of study 
are provided for the qualified doctors, 
medical aides, nurses and other tech¬ 
nicians. Too much attention cannot be 
given to this work, which is being under¬ 
taken under the auspices of the Army 
jAfedical xldininistration of the i\finistiy 
of lYar. There is a Central Training 
Institute at Kweiyang with branches in 
the different war zones. For the thou¬ 
sands of medical aides who form the 


bulk of our array medical force, and 
upon whom the care of the wounded 
and sick soldier depend, the elements of 
surgical and medical care, sanitation 
and preventive medicine are taught in 
these schools. These courses - enable 
them to give better service when they 
graduate and return to their army units. 

It is perhaps of interest and gratify¬ 
ing to the Assembly of the International 
College of Surgeons to know that the 
United States has cooperated in this 
training program through the American 
Bureau for Medical Aid to China. Be¬ 
sides giving’financial aid to this pro¬ 
gram, the Bureau has secured supplies 
and given technical advice of the most 
valuable nature. The American Bed 
Cross also has helped, especially in send¬ 
ing supplies for the use of the units of 
this Medical Belief Corps. 

To conclude, China’s army medical 
service, like the other services in the 
arm}’-, has to work under tremendous 
handicaps. After six years of constant 
fighting, the only contribution it can 
boast of is its ability to give the best 
service which it is capable of giving. 
Many hundreds of army medical men 
have died in battle, and while tliey are 
not in any sense of the word' good sur¬ 
geons, they have given their best and 
thus have contributed towards winning 
of the war. 


ERRATA NOTE 

The Editor regrets that in Dr. Eurico Branco Ribeiro’s article entitled 
“Modilieation of Sprengel’s Incision in Ideal Cholecystectomy” appearmg in 
the .Tilly-August, 1943, issue of the Journal, some errors have crept in. 

Cholecystectomy should read cholecysioiomy in the title, on page 399, 
])aragra])h 3, line 1 and paragraph 4, line 7; on page 400, paragraph 6, line 1; 
on page 4(il. paragraph 3, line ll; on page 402, paragraph 7, line 1 and 
on the same page, line 2 under Summary. 

Figs. H-12 and 19-20 should be reversed. 
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Haitian Chapter. Ai rear, left to right: Drs. A. Gamier, M. Armand, L. Maximilien, A. Miot. 
Fro/it roir, Jeft to right; Drs. L. Koj", C. Tahiie, Elio Sd. Villard, J. Thehatid, M. Boiirand. 


of the Haitian Republic to attend the 
..Assembly, brought back an eiithusiastic 
re])ovt to the Haitian Chapter. 

Particular mention was made of the 
iallcs on shock treatment by Commander 
AV. B. Hogan, organization of surgical 
service in the Soviet Army by Professor 
Lebedenko, cranial trauma by Dr. R. 
Rudolph Jaeger, bone reconstruction by 
Dr. Fred H. Albee, treatment of frac¬ 
tures by Capt. Slmad, circulation in 
shock cases by Dr. Jablons, treatment of 
burns by Comdr. Ralph C. Pendleton, 
Iteart lesions by Dr. Andre Crotti, and 
llie eft'ects of trauma on abdominal vis¬ 
cera by Dr. AVm. Seaman Bainbridge. 

On the last day of the Assembly, June 
](), Dr. Martial Bourand spoke on “Auto- 
])yolhera))y in General Surgery and 
Eventually in War Surgery.” Present 
on this occasion were Dr. Desiderio 


Roman, Dr, Andre Crotti and Dr. Max 
Thorek, as well as Dr. Rulx Leon, 
Haitian Consul General at New York 
and former Director General of the De¬ 
partment of Hygiene and Public Health. 
Dr. Bourand spoke in French, but copies 
of his siDeech in Spanish and English 
were distributed among the audience. 

Dr. Roman praised the iDresentation 
of Dr. Bourand, stating that it opened 
new surgical and biologic horizons. Drs, 
Crotti, Elie S. AGllard and Noel also 
commented favorably. 

Dr. Bourand was elected to the Board 
of Trustees of the International College 
of Surgeons on this occasion. Before his 
returji to Haiti he made two trij^s to 
Philadelihiia, where he also spoke at the 
Pan American Medical Association, at 
the invitation of Drs. Chevalier Jackson 
and Desiderio Roman. 


MEXICAN CHAPTER 

.MEXIC; \.\ CH.VP IER CO.VFERS DIPLOM.yS OX XEtV MEMBERS. OCT. 25, 1943 


T he Mi*.\ii-an Chapter of the Inter¬ 
national College of Surgeon.*? met 
on « let. A”). 194o. at 9 P.M. in the 
>/» Aifos of the Faculty of Medi¬ 


cine of the National University of Mex¬ 
ico on the occasion of the conferring of 
diplomas on new members. Presiding 
at the ceremonv were Dr, Gonzalo 
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Dr. Gonzab Castaficda nregidinj: at meeting of iJie ^^cxl••an Chapter of the Inter7l.^t^onal College of Surgeons, 
Oct. 25.1943. At his right, Drs. Guatavo Argil, Director of the Faculty of Medicine. Francisco Fonseca, Secretary* 
o£ the Chapter, and Avclino Gavald-in Salanumc.i; at bis left, Dr. Manuel A. Maazanilla, laternational Vice- 
president of the College; at extreme right, Dr. Miguel IiSpez Msn.’Jiirrirar. Xatjyiu) Regent 


Castauccla, F.l.C.S. (Hon.), President Director of the Facility of Medicine, who 
of tlie Chapter and National Eegcnt, on this oceasion recoired the rank of 
in company witii Dr. Gustavo Argil, Fellow Honoris Causa, Dr. Manuel A. 



Dr. M.tnup! A. Manzamlla, International Vice president of the College, confers the me dipl Fell© 

Honoris Causa on Dr. Gustavo Argil, Director of the Faculty of Medicine, Natl r xic 

Center, Dr. Goazalo Castafieda. At right, Dr. Miguel L5pes Es 
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Class of 1917-1922 of the National TJmversity of Mexico. 


Maiizanilla, P.I.C.S. (Hon.), Interna¬ 
tional I’’ice-P resident and Regent of the 
Chapter, Dr. Miguel Lopez Esnaurrizar, 
F.T.C.S. (Hon.), Treasurer and National 
Regent, and Dr. Francisco Fonseca, 
National Secretary and Special Regent. 

The ceremony was opened by the fine 
music of the Classical Quartette of the 
National University of Mexico. Con¬ 


ferring of the degree of Fellow Honoris 
Causa on Prof. Argil, Director of the 
Faculty of Medicine, in recognition of 
his scientific accomplishments and 
progressive and inspiring work on the 
Faculty in furthering surgical ideals, 
especially in the field of teaching, so 
much stressed by the College, followed. 
Prof. Manzanilla presented Dr. Argil 
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CHAPTEE NEWS 


celebrant of the mass and Te Dewn 
\vliicli -were the culmination of this au¬ 
spicious occasion. 

The International College of Sur¬ 


geons extends its wishes for a long con¬ 
tinuation of the professional careers of 
Drs. Manzanilla, Bsnaurrizar and Argil, 
as well as those of their colleagues. 


TURKEY 

DR. FAHRI AREL, NEtV DEAN OF MEDICAL FACULTY OF THE 
UNIVERSITY OF ISTANBUL 


D r. Pahri Arel, P.I.G.S. (Hon.) 
has been appointed Dean of the 
]\Iedical Faculty of the Univer¬ 
sity of Istanbul. After training in the 
Surgical Department of the University 
of Geneva (Switzerland) and Leipzig 
Germany), he became Chief of a Divi- 
■ion of Surgery at the Hasehi Hospital 
in Istanbul. 

In 1933 he was appointed Instructor 
of Surgery and in 1940 Associate Pro¬ 
fessor of Surgery in the First Surgical 
Clinic of the University of Istanbul. 

Fellows of the International College 
of Surgeons will recall the excellent 
paper on bone grafting which Dr. Arel 
read at the Second International As¬ 
sembly in New York in 1939. 

His scientific writings consist of works 
on orthopedic and gastric surgery. He 


is the author of a monograph on Surgi¬ 
cal Treatment of Bronchiectasis and co¬ 
author of a Turkish textbook on Surgi¬ 
cal Pathology. 

Dr. Arel is co-editor of the Arcliiv of 
the Medical Faculty of Istanbul. 

It will be recalled that Dr. Arel was 
closely associated with Prof. Rudolph 
Nissen, F.I.C.S. (Hon.), while the latter 
was head of the Department of Surgery 
at the University of Istanbul (Turkey)- 
after a brilliant career at the Sauer- 
bruch Clinic in Berlin. Dr. Nissen is now 
following his surgical Avork in New York. 
It was through Dr. Nissen’s influence 
that the Turkish Chapter of the Interna¬ 
tional College of Sui'geons has been 
founded, and it Avas he aaAio disseminated 
the ideals of the College in Euro]')ean 
centers of learning. 


UNITED STATES CHAPTER 

DR. DESIDERIO ROMAN. PRE.SIDENT OF INTERNA'FIONAL COLLEGE 
OF SURGEONS. FETED: FIFTY YEARS OF PROFESSIONAL ACTIVITY 


O N .lanuary 11 Dr. Roman Avas 
lionored with the folIoAving testi¬ 
monial at a s])ecial luncheon 
civeii by the Pennsylvania State Medical 
Society: 

“The Fir.<t t'ouneillor District of the 
Medical .“Society of the State of Pennsyl¬ 
vania presents this testimonial to Dr. 


Desiderio Roman in I’eeognition of fifU’ 
years of medical service faitlifully per¬ 
formed in his community in the ti’adi- 
tional ideals of the medical ]:)i‘ofo.ssion.” 

The occasion was momentous, inspir¬ 
ing and stimulating. IVe extend our 
heartiest congratulations to our learned 
and devoted standai'd bearer. 
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necessity for becoming thoroughly acquainted with 
the characteristics of these diseases is paramount 
not only for the physician in the medical corps, but 
also to the one who remains at liome. Therefore the 
appearance of this number of the Medical Clinics is 
timely. M. T. 


A Short Practice of Surgery. Hamilton Bailey, 
r.Tl.O.S.. Surgeon, Koyal Northern Hospital, Lon¬ 
don, and It. J. McNeill Love, M.S., F.R C.S., 
Surgeon, Royal Northern and .Aletropohtan Hos¬ 
pitals. Ed. G. 10.33 pp., 922 illus. 3Cs. H. K. Lewis 
& Co., Ltd., London, 1943. 

T he latest edition of this classical work will be 
welcomed by all surgeons. Thi-s work has been 
brought up to date in every respect. 

"World "War II has brouglit about changes in therapy 
and in individual interpretation wliicJi .are embodied 
in this work in a masterly manner. The book is re¬ 
plete with informative material. 

Special attention is given to injuries to the nervous 
mechanisms. The nature of tlic authors’ contributions 
to continental surgical practice is well known in the 
United States. It is remarkable how much they ha\’e 
included in so limited a space. 

The printing and paper harmonize with the excep¬ 
tionally fine conte.xt of the book. 

M. T. 


Dental Vocabulary, English-Spanish, Spanish-Eng- 
lUh. Joseph S. F. Mario. IGO pp,, 3 illus. $4. 
Jacques Cattell Press, Lancaster, Pa., 1943. 

T HIS practical vocabulary of dentistry which em¬ 
braces also a limited uumber of medical terms, fills 
a long-felt need. In the foieword, Dr. L. S. Ro«e, 
Director-General of the Pan Anieric.an Union, slates 
its importance “m fostering closer rehations between 
the members of the dental profession in different sec¬ 
tions of the Western Hemisphere." 

This painstakingly prepared volume provides cle.ir, 
intelligible translations of difilcult scientific terms. A 
foiv errors in medical terminology shoiv that proof 


might have been more carefully read; for instance, 
Graves* dise.asc is erroneously listed as "Grave’s 
disease.** 

The inclusion of common prefi.xcs and suflixes is a 
v.aluable means of increasing the vocabulary. The 
single-word translations used m most cases make the 
volume a time-saving reference w’ork. Listing of 
numerous genera of a w’ord is particularly helpful, 
t.e., 32 kinds of acid appear beneath the word in the 
Spanish'F""^-’' eo ir, 

section. . 
are giver 

Three , 

legends in both English and Spanish, are helpful. 


Essentials of Gynecology. Willard R. Cooke, Jf.D., 
Profes.sor and Head of the Department of Ob¬ 
stetrics and Gynecology, University of Texas. 47.' 
pp., 197 illus. 40.50. J. B. Lippincott Co., Phila¬ 
delphia, 1943. 

AS THE name implies, the text has adhered main- 
/A Jy to the practical e.xhibit of the essentials of 
gynecology; very little time is wasted on theo¬ 
retical arguments. Anatomy, microscopic patholog)*, 
symptomatology and therapy of gynecology are ably 
presented. 

Chapter I, dealing with Anatomy, presents the ex- 
colleiit drawings of Pahoia and Amreicht, which nro 
difficult to improve upon The line drawings, altlioiigli 
they do emphasize the point under discus.sinii, arc 
very sketchy. The book is enhanced by actual photo¬ 
graphs of pathologic specimens. 

Chapter ZVII, which deals with pre- and postop¬ 
erative cases, has been very well handloil. 

The more commonly useful operation.^ nre presented 
ill Cliapter NVIII in step-bT*sti’p order, It is iii'- 
fortunate that simple sketches do not necomp.uy 
these steps. 

The reading matter is very woU presented. 0»i »•- 

trovcrsial subjects the author always gi 
vicwqioints than his own. This fine book 
useful to student and practitioner alike. 


Correction. The editors express re¬ 
gret that the names of Dr. Gunnar Jel- 
strup, F.I.C.S., Denver, Colorado, and 
Dr. Joseph Paul Alvich, P.I.C.S., Bronx, 
New York, have been inadvertently left 


out by the pn’uferon tlie ro-'-r ic 
States Chapter members ii iir.” 
ings of the infematio: . CoT-' 
Surgeon? of ihe Thi^ ; Izr-rr- 
AssemMy held in Mex •• 
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Localization of Foreign Bodies* 

JAMES F. BRAILSFORO, Ph.D.. M.D., F.R.C.P. (Lond.), F.I.C.S. 
niRlItVCHA)!, ESCr.AXD 


R adiography H-ai indicate the 

presence of any foreign body 
wliicli is ligliter or denser than the 
tissues in which it is embedded, but it 
will not sliow material of the same rela¬ 
tive density. Interpreted generally, this 
means that metallic and some glass frag¬ 
ments, as well ns collections of air which 
have been forced into the tissues or gas 
which has been generated within by 
anaerobic organisms, cast a shadow. 
Pieces of clothing (Pig. 1), leather, frag¬ 
ments of wood and material of like den¬ 
sity cannot be demonstrated by means of 
.v-rays. Radiographs of wounded pa¬ 
tients must he interpreted in this light. 

Localization of a foreign body is 
necessaiy-; (a) to determine its relation 
to the viscera, etc.; (b) for the purposes 
of aiding sni'gical removal. Especially 
in the former case, fluoroscopic screen¬ 
ing of the patient will be nooessaiy. 

FLUOROSCOPJC SCRECNIXO 

FInoroscopk sci'<!e)nng will enable the 
radiologist to see whether a foreign 
body alters its position relative to other 
strnctnres on movement of the patient, 
and to determine whether or not it is 
within or without a visceral cavity. This 
is most necessary in the case of penetrat¬ 
ing wounds of the clicst; for instance, 
movcmenl of metal fragments in the cur¬ 
rent of blood within the heart is some¬ 
times the cause of failure of visualization 
on a radiograjih. If all radiographs were 

•Prchctited at the Fourth r»tcrn;ttiona! AssemWv 
of the IiitentatioHal Colk’jje of Surgeon?, Xciv York, 
June, 1P43. 


taken at exposure of le.ss than one- 
twentieth of a second, probably even 
under these conditions foreign bodies 
would be revealed. Fluoroscopy is espe¬ 
cially valuable in locating foreign bodies 



Tig. 1. Badiograph shOTring casin" of ballet in upper 
arm Trith insert photograph of extracted casing con¬ 
taining portion of dirty Wiaki tunic—case of delayed 
tetanus. 

which have penetrated so far from the 
entrance wound that radiography of the 
immediate neighborhood of the wound 
would fail to detect tlioni; it is not ex¬ 
ceptional to find that a bullet has trav¬ 
ersed almost the whole or h- ’'h 

of the body before . re.s' X 


as 
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Fluoroscopy can also be used to obtain 
a good general idea of the location of the 
foreign body by means of such units as 
the localizing profundoscope, but tbis 
should be regarded as an investigation 
preliminaiy to accurate radiographic 
localization. It v'ill be realized that 
fluoroscopy has definite limitations; it is 
subsidiary to radiographic localization. 
Unbridled fluoroscopy has been respon¬ 
sible for unnecessarily increasing the 
time expended in searching for foreign 
bodies, for unnecessarily extending the 
incision and traumatizing tissues Avhich, 
had the foreign body been localized ac¬ 
curately, mould never have been touched. 
Lastly, if fluoroscopy is employed on a 
large scale in a busy hospital, it becomes 
lefinitely dangerous to the staff of the 
epartment. 

.\CCt)E.4TE R.\DIOGRAPHIC LOC.4LrZ.\TIOX 

The best interests of the patient and 
surgeon are met, and the latter’s time 
for removal of the foreigii body reduced 
to a minimum, if a careful localization is 
carried out. 

Due thought must be given to the rela¬ 
tion of the foreign body to overlying and 
neighboring structures and to the posi¬ 
tion which should be adopted by the 
patient when the time comes for oper¬ 
ative inteiwention. Speed in localization 
should be reckoned by the time taken for 
surgical removal ratlier than that occu¬ 
pied by the radiography: unsuccessful 
attempts at removal, which are often 
lengthy procedures, are really the re¬ 
sponsibility of the radiologist. In the 
casualty clearing stations, wounded pa¬ 
tients require prompt surgical treatment, 
radiograjihy for the localization of for¬ 
eign bodies under these circumstances is 
usually im]>racticalile. but fluoroscopic 
screening may lie iiossible. Many for¬ 
eign bodie- will be found and removed 
br tl'.e surgeon wb.en excising the wound. 


- The track of those foreign bodies which 
have penetrated to a great depth may bo 
situated in or near important structures 
and, in exceptional circumstances, after 
excising the wound as far as is prac¬ 
ticable, more elaborate localization must 
be postponed until the patient is evacu¬ 
ated to the base. 

In this connection it should be empha¬ 
sized that the mere detection of a for¬ 
eign body does not necessarily warrant 
an extensive sui’gical exploration for its 
removal. The size of the foreign body is 
not the determining factor, a large one 
may be situated in a relatively harmless 
site Avhere it may never cause trouble, 
or Avhere surgical removal would entail 
a greater risk than leaving it alone. On 
the other hand a small fragment may be 
close to some important structure which 
it will ultimately damage. In one case 
seen by the author a small metal frag¬ 
ment less than 14 iii size had lodged 
at the bifurcation of the common carotid 
artery, causing localized erosion of its 
wall and the production of an aneuiysm. 
Accurate localization gave the surgeon 
considerable help in the successful treat¬ 
ment of the lesion. 

.4 SIMPLE jrETHOD OF ACCUR.4TE 
LOCALIZATION 

It is a wise procedure to mark with a 
metal pointer the site of the entrance 
wound on the antero-posterior and lat¬ 
eral radiographs taken at the prelim¬ 
inary investigation, for these will give a 
good indication of the relative positions 
of the entrance wound and the foreign 
body—the major portion of the latter 
being in the neighborhood of the former. 
The point of a straightened-out safety 
pin laid on the film is e.xcellent for tlic 
[uirpose. If the surgeon indicates that 
ho wishes to remove the foreign body, 
these preliminary radiograplns, or in 
those eases in which the foreign body 
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has heen discovered at a more distant 
site hy fluoroscopy, the skin markings 
made at that examination can he used to 
decide the position in which the patient 
should he placed during surgical removal 
of the foreign body. The patient is put 
into that position and fixed, and to pre¬ 
vent any movement during the whole of 
the subsequent localization the atfected 
part should be on a thin support under 
which one can slide the films before and 
after exposure. A metal marker is then 
affixed to the skin immediately over the 
point beneath which the foreign body is 
considered to be lying. The simplest and 
best form of metal marker used by the 
author is made from a piece of iron wire, 
such as is used by florists. It can he bent 
readily into the shape shoum in Fig. i 
and to any desired size; to % in. is 
the most convenient size. These markers 
do not obscure the foreign body and, as 
each of the comers is distinctive, the 
relative position of the nearest comer 
to the foreign body can readily be recog¬ 
nized. Similar markers are then placed 
on either side of the area to bo radio¬ 
graphed, in the position which the pre¬ 
liminary radiographs or marks indicate 
as the plane of the foreign body. The 
x-ray tube is then centered over the 
marker on the superior surface and a 
radiograph is taken, the film used being 
no greater in size than that necessary 
to show the relation of the metal mark¬ 
ers, foreign body and adjacent distinc¬ 
tive skeletal features. A lateral radio¬ 
graph is taken, either by movement of 
the tube into the desired position or by 
the additional portable unit which is 
often available for the purpose, the 
central ray of the tube being directed 
along the course of the markers placed 
on the skin. From these two radiographs 
it will usually be possible to put a perma¬ 
nent mark on the skin for the surgeon’s 
direction. If, however, the original posi¬ 
tion of the metal markers indicates a 


serious error in judgment of the position, 
they should be reapplied in the better 
position now indicated and further sim¬ 
ilar radiographs taken. Being satisfied 
with the position of the foreign body 
relative to the markers, the point of the 
marker overlying the foreign body 
should now be marked on the skin by a 
small cross made with a sharp scalpel. 
This will not be removed in the subse¬ 
quent skin preparation. If the radi¬ 
ologist is not able to be present at the 
operation to fix the patient in the posi¬ 
tion used for the localization, his report 
should be so worded that the position on 
the x-ray couch can be accurately repro¬ 
duced on the operating table. The radio¬ 
graphs must accompany the patient for 
reference. Attendance by the radiologist 
will ensure that cooperation which is 
most desirable for rapid extractions. 
Such anteroposterior and lateral radiog¬ 
raphy will ensure successful extraction 
in the minimum time from most sites in 
the body. It will be apparent from ex¬ 
amination of Fig. 2 that the ordinary 
anteroposterior and lateral radiographs 
may be vei-y misleading as to the depth 
of the foreign body in a part with a 
spherical surface. If the outline of the 
spherical body represented in Fig. 2 as 
lying on an x-ray film HI be the part 
containing the foreign body X, it will be 
seen that when the tube I is centered 
over the mid-plane of the body the 
shadow X will fall on HI at B, and the 
outline of the periphery of the part will 
fall on C, suggesting that BC is but a 
slight exaggeration of the depth of the 
foreign body from the skin. Similarly, 
in the lateral radiograph MN, with the 
tube at II, DE suggests the depth of the 


ss 
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skin localization lias been obtained with 
tlie aid of a marker, a further radio¬ 
graph, with the central ray III G form¬ 
ing a tangent to the skin surface at the 



Fig. 2. Anteroposterior and lateral radiographs of a 
bullet in the spinal canal at the level of the 7th 
cervical and 1st dorsal bodies. 


site of the marker Y,. will project the 
shadows of the marker and foreign, body 
in their true relationship. Thus in Fig. 3, 
rays from the tube at III project the 
shadow of the marker Y and the foreign 
body X, on to the film at BO at G and F, 
GF lieing a practical estimate of the 
depth of the foreign body from the skin. 

Wlien the foreign body is so situated 
that its relation to certain elements of 
the skeleton or other important struc¬ 
tures can be readily appreciated from 
the radiograjdis. reference to a cross- 
.<ection atlas of the body may give addi¬ 
tional useful evidence. The actual depth 
of the foreign body and certain distinc¬ 
tive skeletal feature.? can be obtained by 


using a modification of the method de¬ 
vised by Mackenzie Davidson. In this, 
two exposures are made on one film; the 



tube, at a known distance from the film, 
is shifted a known distance between each 
exposure. When such a film is developed 
it will show a double image, not only of 
the foreign body and metal markers 
which ma)^ have been attached to the 
skin, but also of the outlines of the bones 
(See Fig. 4). The distance between any 
two shadows of the same point in an 
object can be measured on the film by 
compasses, and from this the accurate 
depth from the surface can be readily 
determined as follows: In a convenient 



Fig. 4. Three radiograpli? showing a metal fragment 
on a plane with the lesser trochanter. The plane of the 
foreign body and the bony outlines can be determined 
from the double image radiograph, but the latcMi 
indicates more clearly its relation to the bone. The 
lateral radiograph shows more (dearly the relation.? of 
the bone, the probe in the sinus and the foreign body. 

Note shape of metal marker advised. 
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place in the x-ray clepaihnient, a scale 
similar to that shown in Fig. 5 is kept. 
On the line AB the distance of the focal 
spot of the x-ray tube from the film is 
measured. Tlie line is marked in inches 
and fractions of an inch. Generally 
speaking, it is best to adopt a .standard 



Fig. 5. Measore chart for department. 


tube—film distance somewliero hetiveen 
15 and 20 in. The vertical lino AC repre¬ 
sents the distance the tube is moved dur¬ 
ing the two e.vposures—this also should 
be standard, say 6 cm. (most tube-stands 
have arrangements for this sliitt). To 
reduce distortion to the ininunum the 
tube should be centered over the skin 
marker overlying the foreign body and 
tlion moved one half of the distance it is 
intended to move the tube between the 
exposures, say 3 cm. After the first ex¬ 
posure the tube is then moved over the 
mid-point to a similar distaneo on the 
opposite side of the markci-, making a 
total shift of 6 cm. before the second 
exposure is made. On the vertical line 
drami at D the di.stance between the two 
identical points of the images of the 
foreign body is measured by compasses, 
say DF. If a thread now bo drawn taut 
between C and F it will cross AB, and 
the point at which it crosses, say S, gives 
the distance DX, which is the depth of 
that part of the foreign body from the 
film sni-iacB. If the ineasm-cment be¬ 
tween the shadows of a point on the 
metal niarker affixed to tlie upi)er surface 
of the’ skin overlying the foreign body 
is now made, its depth from the film sur¬ 
face can readily be determined (see 
Fig. 6), and from these the measurement 
of the distance of the foreign body from 
the metal marker is obtained by subtrac¬ 


tion. In a like manner the respective 
depths of various bony outlines can he 
similarly obtained, Irat when it is desir¬ 
able to compare these with the ineasure- 
meiits of the foreign body the tube .shift 
should be along a line at right angles to 
the bony outline. The radiologist should 
include the details of the relative posi¬ 
tions in his report. If the foreign Ijody 
is embedded in bone the jjosition for 
trephining can he accurately given by a 



Fig. 6. Kadiograph of .a builct in the bladder. The 
site Tfas determined by depth estimation vitb the 
patient erect, then prone and then supine. 


needle which is i)ushed into the boue in 
the direction of the central ray. {See 
Pig. 7.) The accuracy can be cheeked by 
further radiographs with the needle in 
position. 

Accurate localization before operation 
ensures a rapidity of extraction which 
cannot be approached by the moi'c em¬ 
pirical use of electro-magnetic probes. 

If for any reason (he sm-geon fails 
to locate the foi’eign body at tlie site 
indicated, a needle can be fixed at the 
suspected exposed site and further radio¬ 
graphs taken as rapidly as possible. This 
is mudi more successful than screening. 

LOC.VLIZ-moX OF OAS 

Radiography affords the earliest 
method of detecting infection by gas 
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gangrene organisms. Even small bub¬ 
bles of gas can be detected (Fig. 8) 
If there is any doubt as to whether these 



Fig. 7. Radiogr.apli of the hc.acl of a patient who had 
a penetratina wound in tl\e region of the nasion. 
Mimitc metal fragments are shown near the entrance 
wound and along the track of the largest fragment 
which is h'ing against the occiput. The point at 
which the skull needs to he trephined for the recovery 
of this larger fragment was determined by a radio¬ 
graph with a metal marker immediately over the 
foreign body and a radiograph with the centr.al ray 
at a tangent to the skull at that point. 

tiro due lo air which has boon introduced 
at tlie time of wounding, further radio¬ 
graphs should be taken after two, eight 
and sixteen hours. Those will indicate 
in the case of anaerobic infection an in¬ 
crease in the gas. It may take the form 
of a gas abscess or the fulminating type 
of interstitial and muscle infiltration. 
This can be rceogaiized even through 
plaster if the radiographs are satisfac¬ 
tory. The gas abscess may be obviously 
surrounding a metallic foreign body, but 
in other cases the foreign material is 
invisible. Localization of the gas bubble 
by the method jireviously described will 
'permit ready exploration of the site and 
extraction of foreign material, if jiresont. 


Further details on localization are 
given in the articles cited.^--'® 
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Fig. S. Kadiograph showing a comminuted fracture 
of the upper third of the ulna and multiple metal 
fragments as well as carl 3 - signs of gas gangrene. 
Two small gas bubbles are shown—one anterior to the 
humeral condyles and one anterior to the neck of the 
radius. The early signs were ignored and within 
twentj'-four hours the gas gangrene had involved 
the arm. 

IlfeuJIE 

La radiographic permet de visualisor 
les fragments vitreux ainsi que los 
fragments de metaux. Les collections 
de gaz oil d’air peuvent aussi elre 
visualisees par la radiographie.* Tout 
corps eti'anger doit etre localise afin 
d’aider a son ablation operatoire. 

L'auteur nous preseute une methodc 
de localisation roentgenographique 
precise. 
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L’esamen fluorosoopiquo est preconise, 
surtout pour les plaies penetrantes de la 
poitrine. II peut etre pratique dans les 
installations medicales du front ou la 
radiographic n’est pas possible. A I’aide 
des rayons-x il est possible de fairo un 
diagnostic precoce de la gangrene 
gazeuse. 

SUMARIO 

Pragmentos inetalicos o de vidrio y 
coloccionos de aire o gas pueden ser 
visualizados por la radiografia. Estos 
cuerpos-estrafios deben ser loealizados: 
(a) para determinar la relaoion y pro- 
ximidad a la viscera; (b) para facilitar 
la extraccion quiriirgioa. 

El metodo do la roentgenografia de 
looalizacion exacta es prosontado. 

La fluorosoopia se reoomienda, espe- 
oialmento en oasos de heridas penetrantes 


del pecbo. Es practicable en estaciones 
de primer auxilios, donde la radiografia 
no es posible. 

Por medio de los rayos-x, sin embargo, 
la infeceion de gas gangrena puede ser 
reconocida temprano. 

OcKOAKn sieiaji-ia ii cieK.Ta, CEon.ieHnn 
nosAyxa n rasa j[oryT Chtl OTaeranBO npe;;- 
iinopo.iHiie DeigeCTBa d&iT& Jioica- 

cTacjiem.1 pa^inorpatftnaecKu. IIo.!lodHHe 
.insonauu ; a) onpeAe-ieHiia nx raydiiHU 
II no-ioaieiiiia, 6) xnpyprn'iecnoro nx yxa- 
xemin, 

OnncuDaeTca mctox ToauoU peiiTreao- 
rpa^iiaecKofi aoKa.Tiisaunn 

PcKosieiixyeTca peiiireiiocKOnna, ocodeii- 
iio D cjiyaae nponnKiioneniia laiinx BeiuecTn 
B paiiy rpyxiiofi K.ieTKir. PeiiTreiiocKOnna 
BosMoiKHa iia copTiipoBoaiiHx nyiiKxax, no 
iicoioaaeTca paxiiorpaiiiiia. IlyTeu npime- 
iieiiiia peiiTreiia rasoBaa nii^ieKuna pacno- 
siiaeica panBUie. 
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Observations on Field Surgery 

VLADIMIR V. LEBEDENKO, M.D.. F.I.C.S. (HON.)* 
MOSCOAV, U.S.S.R. 


F ield surgery is inextricably 
bound up -with the nature and tac¬ 
tics of military operations. Hence 
it follows that plans of organization and 
the volume of surgical work applied 
successfully in one war can hardly be 
entirely transferred to subsequent wars. 
The doctrine of field surgery caunot re¬ 
main dogmatic in its strategic develoi3- 
nent because both the Aveapons and 
nethods of warfare change with the 
years. 

However, there are two conditions 
absolutely necessary for carrying out 
the basic aim of sanitary service in 
lirompt restitution of wounded soldiers 
into the active armies and in surgical 
aid. 

1. Uniform conception of the prin- 
ciplo.s of surgery in the held. 

2. Preliminai-y treatment of wounded 
at stages of evacuatioji (Burdenko, 
Smirnov). 

The fulhlment of these conditions is 
inseparably bound up with the adapta¬ 
tion of the units already available. This 
problem is well understood; it occupies 
one of the foremost places among other 
vioy serious and imjiortant iiroblems. 
Xot a single country, not a single army 
can be satistied with the ]»resent number 
of surireons. (Jbviously it is necessary 
to mobilize iihysieians of other special- 
tii-'. to prepare tliem durimr the war. to 
drill theai ••on tlu* m.areh." to instil into 



them the necessary routines and a taste 
for surgery: This problem, I repeat, is 
of enormous significance, and upon its 
solution depends the quality of the Avork 
in surgical aid to the AAmunded at the 
front and rear lines. 

It must be said that this problem, 
AAdiich arose and Avas recognized at the 
very beginning of the A\mr, aa^s solved 
by the organization of proper distribu¬ 
tion of the force of specialist surgeons 
AA'ho Avere leaders and consultants “not 
by Avord but by deed,” as teachers to 
systematically prepare physicians of 
other specialties, and, especially, j^ung 
physicians. It is obAdous that under a 
single system of preparation the meth¬ 
ods of procedure may and must vary; 
they must arise from the material en- 
A'ironment of the giA’en medical institu¬ 
tion, and not only from this, but even 
from the region, its location at the front 
or roar lines, during maneuvers or on a 
stabilized front. It AAdll not be erroneous 
if I state that in the U.S.S.E. this proh- 
lein has been basically oA'crcome and is 
being successfully dealt Avith daily. 

Working on battle-fields, the army 
jfiiysician knoAvs that the mortality 
among the Avounded, in the majority of 
cases, is not due to gi-aA'e, mortal 
Avounds, but to lack of adequate first aid 
at the proper time, such as checking of 
hemorrhage, etc. The I'esult of the treat¬ 
ment, the restitution of the soldier to 
tlie front, depends largely upon a proper 
and tinieh' TirimarA' dressing. 
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There exist three stages in the admin¬ 
istration of the service of field snrgei-y; 
treatment on the spot, evacuation and 
distribution. 'iVhich of these stages is 
the most important? Eacli war brings 
in major and minor corrections in an¬ 
swer to this question and, after each 
war, the existing system of ox'ganiza- 
tion of medical aid undergoes changes 
(Burdenko). 

Field surgery cannot submit to a 
scheme prepared in advance with stabil¬ 
ized rules; not a single theoretically 
prepared system of surgical field aid 
can be carried out under actual battle 
conditions in the way it was conceived 
during peacetime. However, the mili¬ 
tary-sanitary service, improving con¬ 
tinually, has its basic skeleton and a 
constant pattern; at the present time 
this skeleton is represented in the fol¬ 
lowing form. 

At the battle front first aid is gen¬ 
erally administered by the wounded in 
person, by his comrade, or by the sani¬ 
tary instructor or company aid man. 

After that follow the dressing, sta¬ 
tions, whore the severity of the wound 
is determined and tlie primary first aid 
is corrected. Evacuation is assured to 
the next unit: tlie main dressing station, 
medical-sanitary battalion. Prom there 
the wounded arc distributed to field and 
evacuation hospitals. 

Two principles are united imder this 
front lino scheme: (1) Medical aid is 
brought nearer to the soldier; the 
wounded arc treated at the front. (2) 
Normal evacuation of the wounded to 
the following stages is assured. 

The fundamental principle of sanitary 
service of the Bed Army is the approacli 
of qualified surgical aid as close as 
possible to the wounded, and the entire 
system of organized sanitary service 
submits to this principle. Eloquent evi¬ 
dence of the fulfilment of the principle 
of luodicnl aid to the wounded soldier is 


revealed by the figures on the admin¬ 
istration of first aid in the front lines: 
more than 90 per cent of the wounded 
receive medical aid there; 5-10 per cent 
receive it behind the regimental or divi¬ 
sional echelon. 

The time elapsed naturally varies in 
accordance with the actual sanitary con¬ 
ditions, but in the great majority it is 
such that the administration of medical 
aid takes place within the first few 
hours following injury. Nothing else 
conld explain the percentage of soldiers 
rapidly restored to the ranks. 

The Chief of the Medical Department, 
Dr. Smirnov, writes in one of his works; 
“Since maxillofacial surgery, nouro- 
surgerjq treatment of injuries of the 
bones of the extremities and thoracic 
cavity have evolved into independent 
disciplinc.s, the condition has ceased to 
exist in which the surgeon was a physi¬ 
cian for all the wounded, and any 
wounded was a patient of any surgeon. 
Hence, evacuation, in contrast to the 
former distribution of the wounded and 
sick, conld no longer fake place wfithout 
diagnostic and transport classification 
and without specialized hospitals, and 
this brought about the necessity of sup- 
pljdng tlie front lines with a sufficient 
nnmber of specialists in the above-men¬ 
tioned branches of surgery. It also in¬ 
volved the organization of special hos¬ 
pitals both in front and rear lines. With 
a satisfactory solution of this problem 
there arose another, not less important, 
the problem of administering the maxi¬ 
mum of requisite aid to the so-called 
slightly wounded. According to Oppcl, 
the above term is mostly a sorting classi¬ 
fication. Snell wounded require com¬ 
plete surgical aid at the front lines, and 
do not require evacuation into the far 
rear. Treatment is to be accomplished 
in the front zone. 

I am not going into the d.-' f fh 
organization of the sanita 
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the Red Army, nor into the details which 
bear upon the various links in the chain 
of activity of medical institutions. From 
my point of view, the principles of this 
service are most impoi'tant, being, in the 
final result, to get qualified medical aid 
closer to the wounded soldier. 

AVhat innovations have there been in 
the administration of medical aid to the 
woimded of the Red Army, what in¬ 
stallations have been established, what 
methods in the treatment of the wounded 
have been put into practiced 

It miist be borne in mind that very 
often the new is found in the old, as the 
old in the new; at times, a slight modifi¬ 
cation in the method of application of 
some measures suffices to transform 
(liem into something young and seem¬ 
ingly perfect. 

The first basic problem in field surg¬ 
ery is front zone treatment of the wound. 
One of the greatest achievements in surg¬ 
ery since the World War, the careful, 
total excision of the wound, has still re¬ 
tained its significance and is observed 
in the Red Army without any exception. 
Primary suture has been prohibited 
since the first days of the war, and this 
decision has not been regretted. 

The wide application of sulfa prepa- 
I’ations is also undoubtedly a great 
achievement in surgery, and experiences 
during the war have proved its positive 
valne, although even this remedy has 
its negative side. T am not speaking of 
tlie generally known reactions in the 
hematopoietic organs, inhibitory action 
0)1 the I'ogeneralive properties of the 
tissues, etc.—we have to be reconciled 
to tliese—, but wo must, nevertheless, 
hear in mind that the application of a 
sulfa preparation witliont adequate 
surgical measures may lead not only 
to the discn'dit of its value, but to a 
negative an<I. t(» our rearer, aenerally 
belatedly rciNiani/.ed result. In applica- 
(ien of sulfa preparations it is not snffi- 


cient to have under control the satura¬ 
tion of the organism, state of blood, 
temperature, pulse; one mnst avoid the 
enthusiastic idea that sulfa prepara¬ 
tions pnt an end to infection in the 
wound and relieve the snrgeon of the 
necessity for vigilance. The state of the 
wound mnst remain the nnalterable cri¬ 
terion for the attitude of the surgeon. 

The above ai3piies also to the closed 
plaster cast which is extensively era- 
ifioyed in the Red Army; it is excellent, 
especially if combined with sulfa prepa¬ 
rations ; and negative, if one forgets the 
wound, its biology, elementary require¬ 
ments of surgery, and proper dressing 
of the wound. 

Sulfa preparations and closed plaster 
casts are in reality great achievements 
of contemporary surgery, hut they 
should not lull the vigilance of the sur¬ 
geon. The ti)ne]y removal of the plaster 
cast, control of the wound, at times addi¬ 
tional dressing, assure a satisfactory 
result even in such cases as complicated 
fractures of the femur. 

Professor Yudin, one of the most 
ardent propagandists in the U.S.S.E. 
for the application of sulfa preparations 
and closed plaster casts, made a critical 
analysis in one of his reports on the 
results of their application. In treating- 
complicated injuries of the femur, to 
avoid premature healing of the wound 
beneath the plaster east, Professor 
Yudin suggested the suture of the skin 
to tlie deep fascia of the tliigh, thus as¬ 
suring a constant evacuation of pus. 
The results of the apifiieation of this 
method were invariably favoi'able. 
Through this pivactice all cases con¬ 
sidered septic were eliminated, and tlius 
the threat of panosteitis, the new term 
for the old nomenclatni’e of chronic 
osteomyelitis, disapj^eared. This latter 
term, according to investigations co)i- 
dueted bv D.a^'vdovskw, does not cor- 
respond either moi’phologically or clin- 
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ically to the nature of the process in 
gunshot wounds of the skeletal system. 

On the other hand, notwithstanding 
the excellent results of treatment of 
complicated fractures of the femur ac¬ 
cording to Yudin’s method, it became 
apparent that insutficient care of the 
wound may lead the wounded man into 
the state called “wound phthisis”; in the 
old nomenclature hy the Eussian genius, 
N. I. Pirogov, “wound phthisis” is not 
a sepsis, with the characteristic degen¬ 
erative modifications of the parenchy¬ 
matous organa; it is a peculiar clinical 
state in which the wound is as nonre- 
aotive as the patient. Degeneration of 
organs is absent, and atrophy becomes 
foremost; the blood is sterile and there 
is leukopenia or a negligible leukocy¬ 
tosis, either with normal or almost 
normal number of erythrocytes. Locally, 
in the region of the wound there is absence 
of tissue reaction with more or less pro¬ 
nounced quantity of pus, Neither blood- 
trnnsfusion, stimulating remedies, nor 
vitamin ingestion will produce any bene¬ 
ficial effect; amputation, when finally 
decided upon, often fails to save the 
patient. The i^atient cannot stand the 
operative trauma; he cannot stand gen¬ 
eral or local anesthesia; the operation is 
too late. An analogous picture is pre¬ 
sented in injuries of knee and hip joints. 
Thus the decision as to the necessity for 
radical surgery is a decision which has 
not been made at random, but it is the 
result of countless observations, high 
hopes, and cruel disillusionment, and of 
sufiScient information as to what has 
occurred in the past. The plaster cast 
and sulfa preparations are excellent and 
invaluable, but only in early and timely 
application. In accordance with the 
anatomic form of the injury of the joint 
terminals, we ajiply early artlirotomy 
and excision, and finally amputation, 
but not during the nonreacting state of 
the wounded. 


Arthrotomy of the knee-joint, as pro¬ 
posed by Yudm, must, in addition to 
the dressing of the joint, include sutur¬ 
ing of the synovial capsule to the skin. 
A thick cast assures a smooth course, 
but the surgeon must bear in mind that 
threatening or manifest osteitis is not 
going to be checked by arthrotomy. Dis¬ 
illusionment will soon follow, and the 
otherwise advantageous incision will be 
of no avail. It is the task of future in¬ 
vestigations to discover fully the cause 
of the state resembling Pirogov’s “wound 
phthisis.” Nevertheless, if one remem¬ 
bers the history of surgery of the last 
World War, this state was rarely recog¬ 
nized; possibly this was due to insuffi¬ 
cient knowledge, or else we may think 
that sulfa preparations and plaster casts 
are responsible for the condition. I pur¬ 
posely do not mention avitaminosis; 
everywhere and always, in every war, 
avitaminosis has existed, exists, and 
will exist; a single wound may become 
the cause for its appearance. At the 
present time the organism of the Bed 
Soldier is no less saturated with vita¬ 
mins than it was at the beginning of the 
war, but “wound phthisis” also existed 
at that time; with the aotivization of 
surgical work, with instillation of the 
principle of specialized hospitals, these 
states began to decrease and are now ‘ 
encountered less frequently. The plaster 
east is examined and corrected at the 
front base hospital before the patient 
is sent to the evacuation distributing' 
center whence he is transferred to a 
specialized hospital. Its application in 
the system of echelon treatment has a^ 
definite place, although it demands 
further investigations, perfecting, de¬ 
termination of indications and contra¬ 
indications, and, certainly, constant 
supervision. 

In connection with the above, , * 
to state that even before the 
chief and teacher, the ac P- ‘ 
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deuko, allotted a great amount of time 
to tlie study of the biology of wounds, 
and his school produced numerous 
works Avhich established a definite cor¬ 
relation between the clinical course of 
the wound and the morphology, biology 
and chemistry of pus. 

Undoubtedly clinical iDractice gives us 
much; but practice during a period of 
traumatic epidemic, during a period of 
war, bespeaks the fact that clinical i^rac- 
tice alone is not sufficient. 

The division of the iDrocess of the 
healing of a wound into periods or 
phases, as made by Profs. Girgolav 
and Eufanov before the beginning of 
the war, gives the practicing sui’geon 
only general guidance in treatment of 
the wound. Nevertheless it is necessary, 
because it indicates what antiseptic 
. leasures are to be applied in various 
types of wounds. In the stage of hydra¬ 
tion (first phase of the wound process, 
according to Rufanov), there must be 
elimination of everything that might 
hinder the natural course of the process 
taking place in the wound, and all reme¬ 
dies accelerating this process are recom¬ 
mended. Li the second place, a different 
arsenal of remedies must be applied. Of 
course this is merely schematic; the 
lirocess of a wound cannot l^e fitted into 
any two or even more periods or phases, 
and two different processes, periods, or 
IDhases may be combined in one wound. 

, Nevertheless, the surgeon must have a 
conscious perception of the wound, and 
it is also obvious that the attempt to 
discover an objective test in the evalua¬ 
tion of the wound is both valuable and 
necessary. 

The methods of Drs. Pokrovskaia and 
Makarova are of special interest in this 
regard. They allow, by means of 
“prints” of the wound surface, and from 
the estimation of the cell exudate, judg¬ 
ment of the course of the process, and 
especially its deviations. Thus, the sub¬ 


sequent treatment fiaids, as it were, a 
relatively objective evaluation. This 
method of evaluation of the womid is 
widely established in hospitals. On the 
strength of the above observations, sulfa 
preparations must occupy a limited 
space in a definite period or phase. Of 
great imiDortance in practice are the 
observations by the authors that the 
cytological composition of the cell exu¬ 
date in anaerobic patients is character¬ 
ized during the first days of the disease 
by extreme scarcity of formed elements; 
as a rule, monocytic cells are absent and 
the complicated microbial association, 
consisting of suspected anaerobes and 
various ‘ representatives of aerobic 
microflora, is discovered without any 
difficulty. 

The proposal for a rapid directive 
diagnosis of anaerobic infection is not 
new, but in the above form, which 
studies simultaneously the dynamics of 
cell reaction and microflora, it is worthy 
' of attention. 

«* 

RESUME 

Dans I’annee sovietique I’aide med- 
icale est basee sur les j^rincipes foiida- 
mentaux: (1) que le soldat blesse doit 
etre soigne aussi ijroche que possible 
dll champ d’actiou; (2) traitements pve- 
liminaires aux differeutes etapes de 
I’evacuation; et enfin, (3) distribution 
des blesses aux hopitaux specialises 
situes aux arrieres-lignes. 

Les uouvelles regies de traitement 
sont d’excision reflechie et totale, avec 
Tinterdiction de sutures jirimaires, d’eni- 
ploi genereux des sulfamides et de ses 
derives et succadenes, avec attelles 
platrees ferinees. 

L’auteur etudie la methode du pro¬ 
fessor Yudin de suturer la peau an 
fascia profond de la cuisse afin d'eni- 
pecher la fermeture prematuree de la 
plaie des tissus mous dans les fractui'cs 
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oompliquees du femur. L’arthrotomie 
precoce dans les traumatismes du genoii, 
motliode proposee par le profesaenr 
Yudin, est reoommandee, mais n’oubli- 
ons pas que oe traitement n’arrete pas 
I’osteite. 

suMAnro 

El servieio de salud del Ejeroito-Eojo 
csta basado en cl prineipio fundamental 
que la asisteneia medica debo ser utili- 
zada tail cerea coiuo posible al soldado 
en la linea frente de batalla y trata- 
mionto de primeros auxilios en estaciones 
de evaeuaoidn y distribucidn de cases a 
liospitales de espeoialidadcs en locales 
resguardados. 

Los nietodos inns recieiites en el 
tratamieuto de boridas oonsiste en oui- 
dadosa e.xcisidn, proliibiendo suturas 
pi'iinnrias y haeiendo libre aplicaeion de 
las pvopai'aciones sulfas (sulfannmidas) 
y on general el use del moide de yeso 
f plaster-of-Paris) cerrado. 

El metodo del Profosor Yudin do liacer 
la sutura do la piel a la fascia profunda 
(fascia lata) para evitar la union pre- 
inatura de la lierida dcntro del moide 
de plaster-of-Pavis, en cases compli- 
cado.s, de fractura del femur, se presenta. 


La artrotomia temprana de Yudin en 
cases de trauma de la rodilla es muy 
recoinendada aun cuando cste tratami- 
enfo no impide el osteitis o la “lierida- 
tisis” de Pirogov'. 

Las ventajas en la division del proceso 
de cura de boridas en periodos o fases 
segi'm Birolav y Eufanov son indicadas. 

BwBOAiT 

OciioDuofl npnnmin Me^imuHCKon no- 
icaK jtojKno Gjiii/KC k cpaacaiomirMca bo 
MOinu u KpacHOft apsfirir, 3 to npniiecTir ee 
jinHim. jlcneiine iianjiHaeTca 
ccfiac-Hve u cxairi^irouax eBaKy.'minr n cop- 
iiiponKii. HoDLifx MeTO,7 ae’reinin pau co- 
CTOiiT JI3 ocTopo/iciioro ncce’/enn/i pairu, 
f>c3 aauiirca, no;ii.3oi)anifeM npena- 

para-Mii ir rnncoBofi nonnsMi. 

AuTop xaK-JKe onncucaer Mero^^y IO;?irHn 
0 Koropojfi KO»:a npniuiicaeTc^r k rjiyCjoKOft 
(paci^un tisCexenn/t npe»:/^ecpeMeHHoro 
sautHoatrn;! paHtr noA riincoQofi nou^sKoit. 
PaiiH/r aprpoTOMiia no lO^nHy peKoveji- 
Ayerca, xow ona ire Bcer^a rapairmpycT 
npOTUB pasBiitna ocTeiita iiah *‘iJ>T!i3nca"— 
“pa/rw” IlnporoBa. 

Anrop TaK;K'e irOA^epKiiBaer npeitsry- 
iij.ccTBa Aejienna aa/icnDamui pan na (pasu 
no cxewe ripro-Taca n Py^airoua. 
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Paint-Splash Cervix in Leukemia 

LT. COMDR. MORRIS WEINTROB (MC)-V(S), U. S. N. R. 
U. S. NAVAL HOSPITAL, ST. ALBANS, L. L, N. Y. 


M odern medicine has become in 
great part a maze of “laboratory” 
investigations demanding of our 
present day doctors an exhaustive back¬ 
ground of preliminary instruction in the 
basic sciences and refinements of “tech¬ 
nic” in order to grasp intelligently the 
whys and wherefores of icteric index, 
fragility tests, Rh factor and other 
added niceties to the field of diagnosis 
and therapeutics. And yet, there is still 
much to be obtained from the use of our 
five primary senses—sight, smell, touch, 
hearing and taste. Many systemic dis¬ 
eases can be detected by their manifesta¬ 
tions evident on the skin, in the mouth, 
in the vagina and within the confines of 
the rectum. 

The purpose of this short paper is to 
call attention to a finding in the cervix 
that may lead tlie general practitioner 
and those engaged in the fields of obstet¬ 
rics and gynecology to suspect the pres¬ 
ence of a possible leukemia. 

Nowhere in the literature was there 
any suggestion encountered that hinted 
at such a possibility. This brief con¬ 
tribution is offered in the hope that 
others may be on the alert for further 
instances of this manifestation and thus 
a definite “cervical sign” be established 
that will be of assistance in the more 
frequent recognition of leukemia. It is 
not a routine matter for general practi¬ 
tioners and gynecologists or obstetri¬ 
cians to order complete blood counts. 
The oliservation of a “paint-splash” ap¬ 
pearance in a cervix might point the 
way to such a iiroeedure. 


In December of 1942, Avhile reading an 
article by Felsen^ entitled: “The Sig- 
moidoscopic Diagnosis of Systemic Dis¬ 
eases,” his use of the term “paint-splash” 
was most arresting. More striking, how¬ 
ever, was the association of leukemia 
with the appearance of the mucus mem¬ 
brane of the rectum to which he had 
applied that descriptive term. Pelseii’s 
description was as follows: “Focal areas 
of intramural, myeloblastic infiltration 
usually progressed to necrosis and 
ulceration with superimposed secondary 
infection. The ulcers were usually dis¬ 
crete, irregular in shape and ragged in 
apioearance. 

“The intervening mucosa was the seat 
of punctate and confluent or ‘paint- 
splash’ hemorrhages. The latter term 
indicates the resemblance to red paint 
splashed against a smooth, light-colored 
background by the flick of a brusli.” 

In sigmoidoscopic examination Felsen 
found it valuable to employ green and 
red filters and a magnifying, telescope. 
He stated that in the rectum rather sug¬ 
gestive signs Avere usually present in the 
acute forms of both the myeloblastic and 
Ijnnphoblastic types and eAmn in some 
instances of aleukemic leukemia. 

The acute lymphoblastic leukemias, 
seen chiefly in younger age groups, ex¬ 
hibited marked diffuse hypertrophy and 
liyjAerplasia of the lymphoid apparatus 
of the intestinal wall—Avith or Avithout 
hemorrhages into the mucosa. 

Rectal bleeding is sometimes the first 
sjnnptom noted by a patient otheiAvise 
completely unaAA'are of an existing len- 
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keniia. Hence, the siginoifloseope may 
give the earliest clue to tlie diagnosis. 

Occasionally, intestinal lesions may 
appear before the typical hematologic 
or sternal puncture findings. In these 
oases, however, there generally occurs 
an antemortem rise in immature cell 
forms of the rayeloblastic or hmiplio- 
blastic series to approximate the classical 
hematologic picture of leukemia. 

Pelsen suras up as follows; “If ]>rcs- 
ent, the triad of myeloid metaplasia of 
the lymphoid tissue, discrete ulceration 
and 'paint-splash’ hemorrhages are of 
diagnostic significance. These are noted 
particularly in the fulminating type 
which runs a rapid course.” 

Several years ago, a girl of 15 was. 
brought to the writer’.s office for treat¬ 
ment of a pelvic discharge. Her hymen 
was sufficiently patent to permit of the 
safe introduction of a virginal spccnlum. 

Examination of the vagina was c.ssen- 
tially negative. A discharge was present 
but was evidently cndocen-ieal in origin. 
Grossly, it boro no resemhiance to that 
associated with gonorrhoea or with tri¬ 
chomonas vaginalis involvonicnt. The 
cervix, however, presented an appear¬ 
ance not previously encountered in the 
examiner’s experience. The anterior 
aspect was not like that of the usual ero¬ 
sion. It seemed as though a droji of paint 
had boon siilashod against it— red paint. 

Tertiary syiihilis at times manifests it¬ 
self in the cervix, covering it with fairly 
large, dark reel splotches in such a man¬ 
ner a.s to leave only a few scattered small 
islands of normally pale mucosa separat¬ 
ing tlie areas of discoloration. This, defi¬ 
nitely, was not the picture that mot the 
e.vc in the young girl's case—nor did she 
have syphilis. 

Beginning from tlie margins of the 
external os as a central point, there was 
a reddish discoloration that was prac¬ 
tically confimioiis. .Vf various sites in 
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this eoiifliicnt area there was a gradual 
change cither to a pink or liluisli red, 
with here and there a .striiig-likc effect 
seeming to connect the otherwise a])- 
pareiitl.v discrete areas of color varia¬ 
tion from the reddish background. The 
entire, abnormally colored iiortion of the 
cervix, extending over about two-thirds 
of the anterior aspect, faded gradually 
into the normally pale pinkish-red nni- 
cosa of the healthy cervix. Yet, there 
was a noticeably distinct line of demarca¬ 
tion. At tlie time, a notation was made 
on her case history as follows: “Cervi.x 
shows a ])aint-splasl) appearance.” 

Local applications of 10 per cent solu¬ 
tion of silver nitrate to the inner aspect 
of the oiulocervical canal and over the 
“colored” area of the anterior aspect of 
the cervix failed to do more than stop 
the discharge. The involved mucous 
membraue retained its abiionually col¬ 
ored appearance. 

Xot long afterwards, severe nasal 
hoiiiorrlingos oecurrocl. Itospitnlizntion 
was deemed necessary. A routine iiloocl 
count revealed an acute form of lym¬ 
phatic lonkemia. Dos])ito repeated trans¬ 
fusions of wJioIc blood, the young girl 
expired shortly thereafter. 

Upon encountering the use hy Felseii 
of tlie exiiression “paint-splash,” and 
noting his correlation of the term with 
leukemia, plus his consideration of such 
a picture in the rectal niucoiis nieiiibraiio 
as most sigiiificaiit, it recalled to me the 
peculiar finding in the cervix of the 
young girl whose liistory has been given 
above. 

There were, however, two essential 
differences in the pictures to which the 
same term liad been a))plied. That in the 
young girl was contimmn.s, Ihe “ int- 
splash” appearance de “ fn -v- 

ing modifications of. 
that characterized 
colored portion of t!i ! 
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the cervix. Nor were there any discrete 
ulcers as described hy Felsen in the 
mucosa of the rectum. 

Consideration of these differences led 
to the following speculations. A variation 
in l^nnphatic or vascular arborization 
might have accounted for the practieallj'’ 
confluent ]ncture in the girl’s cervix as 
compared with the punctate and conflu¬ 
ent hemorrhages noted in the rectal 
mncosa. The lack of discrete ulcers in 
the cervix might he explained hy the 
greater likelihood of infection in rectal 
mucosa. Or, perhaps, the leukemic in¬ 
volvement of the cervix had not pro¬ 
gressed to as advanced a stage as that 
observed hy Felsen during sigmoidos¬ 
copy. Then, too, vioAving the picture 
with the aid of red and green filters 
^through a magnifying telescope might 
ave some varying effect upon the visual 
iterpi'etation. 

The cervix receives its blood supply 
through one or two sets of arteries that 
branch off from the uterine arteries on 
each side. After entering the cervical 
body, these blood vessels ramify exten¬ 
sively. They folloAv the fan-shaped ar¬ 
rangement of the muscle bundles and 
are widely separated by the fascicles of 
the cervical connective tissue. The veins 
are foAver in number than the arteries. 
There are no large A’enous sinuses. 

On each side of the uterus is a large 
lymph Amssel. These proA'ide free anas¬ 
tomosis for the floAV of lympli betAA^een 
the corpus and tlie cervix. The lymph 
A’cssels of the latter, in turn, form an 
intimate netAvork Avith tliose of the base 
of tlie l^ladder, the perimetrium and the 
parametrium. 

As stated previously, a thorough 
search of the literature failed to reA'eal 
any reference to the use of the term 
“paint-splash" in connection Avith leu¬ 
kemia other than that by Felsen. Some 
interesting references to the cervix and 
tlie body of the uterus in leukemia, al¬ 


though Avithout calling attention to the 
type of picture in the cervix herein 
described, Avere found. 

Mac Calluni- refers to a case in Avhich 
“there Avas a lymphoid nodule in the cer- 
Aux uteri extending to the vagina Avith 
ulceration and bleeding. It Avas at first 
thought to be a carcinoma; but the 
autopsy revealed areas of infiltration of 
lymphoid cells in many of the organs in 
association AAuth the leukemic condition 
of the blood.” 

Of i}iterest in this connection is the 
extensive tumor-like infiltrations of tis¬ 
sues that may take place in leukemia. 
Nacgeli® and others refuse to recognize 
this tumor formation as anything dis¬ 
tinct from lymphoid leukemia. Stern¬ 
berg,' on the other hand, feels that a 
localized tumor mass deAmloped in some 
tissue may be the beginning manifesta¬ 
tion of the disease. 

Such a mass, according to Sternberg, 
is composed of lymphoid cells that seem 
to escape into the blood stream, thus gw- 
ing I'ise to leukemic alterations of the 
l)lood. Mac Galium concurs Avith this 
theory. Kaufman" calls these “leukemic 
diffuse or circumscribed lymphomas.” 
Me points out tliat, occasionally, an en¬ 
tire organ may bo diffusely infiltrated. 
Tlius, the Avhole of the uterus may be 
iiiAmKed. 

AggressAe, tumor-like lymifiiomas 
a])])ear more frequently in lymphatic 
leukemia, especially in the acute form. 
Numei'ous nodules encountered in the 
kidneys, spleen, liAmr and other internal 
organs may resemble tumor inetastases. 

Kii-schbaum and Pi’euss® report find¬ 
ing diffuse lymphocytic infiltration at 
tlie base of an extensAe erosion of the 
cervix in a case of chronic myelogenous 
leukemia. They note, in addition, that 
in a study of 123 fatal cases in a series 
of 14,400 necropsies for leukemia, 7 in¬ 
stances of ulcerati\'e proctitis and colitis 
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were associated witli the acute stem cell 
type. 

Keniiaimer’ submitted the unusual 
case history of a girl of 15 who died on 
the twelfth day of her first menstrual 
period. The cause of death was myeloid 
leukemia. At iiecrop.sy an involuting 
corjms lutciuu was observed in one 
ovary, A description of tlie endonictriuin 
was not given. 

Something concerning pregnancy, 
though not directly related to the pur¬ 
pose of this paper, may not he ami.ss. 
Cases of lonkeinia in parturient women 
are rare since a lack of fei tility and leu¬ 
kemia seem to go hand in hand. 

This is fortunate. Should a pregnancy 
occur during the course of a lonkeinia, 
the latter i.s apparently aggravated. 
Moreover, the prognosis for the mother 
is quite grave. According to Kracke,* 
death usually occurs shortly after the 
delivery. 

Although therapeutio abortion i.s ad¬ 
vised by some, if the diagnosis of leu¬ 
kemia has been ostablisliod early in ges¬ 
tation, it is doubtful whethor it has any 
henefieial effect. Hence, women with leu¬ 
kemia should avoid becoming pregnant. 

Since this disease is characterized hy 
a prononneed hemorrhagic diathesis, 
bleeding may appear quite early from 
the eyc.s, the nracons membranes, skin, 
heart mnscle, brain, the lung and its 
meninges and from the cervix. In the 
chrouio form of leukemia, hemorrhage is 
far iiioi-e nmisua! and is seen only in 
the advanced stage. 

SUMMAKY 

A peculiar “paint-splash” appearance 
is do.scribed in the cervix of a girl who 
died from leukemia. A similar, though 
not identical, picture noted hy a proc¬ 
tologist is referred to. The possibility of 
establishing such au appearance in the 
cervix as a si.gnificant sign in lonkeinia 
is presented. An illustraf' 


oil to visualize the “paint-splash” sign in 
the cervix is provided in color. 
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Une apparence de hadigeounage oh- 
servee sur lo col dc la matrice d’nno 
jeune filie qui moiirnt de lencemie est 
decrite. Hue image Ires rcssomhlante, 
oh.servee par nn proctologisto, ost rap- 
pelec. I.a possibilito d’etahlir cettc aji- 
p.nroncc du col oonnuo signo import,ant 
dc la Icuccinio est presentee. Hne imago 
eolorec do ce ccn’Lx aeeompagne la com- 
mnnication do I’auteur. 

RUMABIO 

Una nparicneia singular del cuello- 
utorino dcscrita por el autor como “paint- 
splash”—“broohazo de pintnr.a”~cn una 
.iovencita qne murid de leukemia. Un 
caso scme,iantc, pero no identico, es 
citado por uu proctologista, nl ciial se 
hace refereneia. 

La posibilidad dc ostablecer quo dicha 
apariencia en el ouello-uterino .sea signo 
si.gnificanfc cii leukemia, la ofreco el 
autor, coil una iliistracidn eii pinfura al 
oleo para visualizar la “paiut-splnsli” 
o “hrochazo dc pintura” del cnello. 

Bono.iw 

OnucHEacTca c.iysaft nojdi.ieiuiii ocoCoro 
"icpacoHHoro narna" iia lucHKe MarKu y 
acByiBKii. KOiopaa y>iep-ia icfti' . i. 
Taj,'-a;e 'cooCuiacTca o no 
o.iniiaKocoM jin.ienitn, or 
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P EOBABLY no terra in Die metlieal 
noraeuelatnre of the present day 
lias reeeh’ed such meticulous at¬ 
tention, elaborate explanation, and lack 
of agreement Avith regard to its clinical 
application as the condition which is re¬ 
ferred to as shock. 

We, as surgeons, have long since de¬ 
veloped a very high regard for the type 
of shock which accompanies or follows 
operative procedures. And those of us 
who have been associated with an emer- 
genoy service are far too often aivare of 
the irreversihilit)’ of traumatic shock 
Avhioh we see in the accident ward. And 
so, instead of atteniiitiiig to analyae the 
various etiologic factors, I would like to 
discuss the subject briefly. 

The repoi’ts of the casualties and their 
treatment in this war, as compared with 
those of the last Avar, seem very sig¬ 
nificant and reflect great credit on the 
experimental and clinical iiiA'ostigation 
of shock. 

CLlXIC.AL TEATURES 

The clinical features of shock arc 
summed up by Freeman as folloAA’s: 
“The patient in shock has the appear¬ 
ance of being seriously ill. The sig¬ 
nificant features are centered about the 
peripheral circulation. The skin is cold 
and moi.st, of an ashen grey or cyanotic 
hue. The pulse is feeble and rapid. 

•The ophiioiJs or assertions eonfii/ned herein are the 
private ones of the writer, an<! are not to be eonstrued 
as oRiei.tl or as refleotinfi' the views of the Xavy De- 
partnieiit or the Xava) Serviee at large. 


There is usually a loAvercd blood pres¬ 
sure although in the early stages the 
pressure may not be significantly re¬ 
duced. The patient presents tbe picture 
of Avcakiiess bordering on exhaustion. 
Thi.s condition is not sudden in onset and 
fakes time for its development. Curing 
the downward course, fhei’e is progres- 
.sive enfeebleraent and gradual suppres- 
.sion of all bodily function.” 

W'liiie there is some discussion Avith 
regard to the existence of acute shock, 
the above cliiiica! picture can be seen 
after severe head injuries, sudden loss 
of blood, emotional crises, pain, oxfen- 
siA’c burns and rough handling of injured 
patients, especially those with fractures. 
However, tiie acute reaction may be the 
manifestation of an already impending 
condition of shock, 

TEAl/jrATIC SHOOK 

In A’iew of the fact th.at shock of trau¬ 
matic origin always assumes an im¬ 
portant role in the treatment of casual¬ 
ties, Die present discus-sioii Avill center 
about this type of sbock. 

According to Blalock and Moon, clin¬ 
ical traumatic sbock is a circulatory 
deficiency, ncitlier cardiac nor A’asomotor 
in origin. It is clmracterized bv a de¬ 
crease in 
output an 
ter being 
of sbock). 
re.sulfs in 
Avholc bio 
externally 
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An initial decrease in blood volume is 
folloAved by an impaired cardiac output, 
constriction of the arterioles, diminished 
blood pressure, capillary stasis and cell 
anoxia. In addition a toxic substance is 
formed causing dilatation and increased 
])enneability of the capillaries, which 
allows a loss of plasma and plasma pro¬ 
teins. This condition may progress be¬ 
yond recovery, and circulatory failure 
and death ensue. 

Regardless of the primary and con¬ 
tributory causes of shock, we are dealing 
with a condition which involves the cir¬ 
culation of the blood and its physiologic 
alterations, and the successful ti-eatment 
depends upon the early recognition and 
expectant therapy rather than allowing 
the condition to reach the teianinal 
stages. 

Pine, of Boston, at the recent meeting 
of the American Surgical Association 
reported experiments with hemorrhagic, 
burn and tourniquet shock. He used 
radioactive i)rotein plasma. 

llis evidence contradicts the theoi’y 
that increased capillary pei’ineability is 
]jrosent—escape of plasma into the in¬ 
jured area is confirmed. 

While plasma loss is the significant 
initiating ’cause of shock, the irreversi¬ 
bility of the shock state is not due to a 
progressive decline in plasma volume, 
but rather to a progressive deterioration 
of the peripheral circulatory mechanism, 
characterized by decreased volume and 
velocity flow through capillaries. 

TUEATJIEXT 

Just as in malignant lesions we have 
learned to reeogmize the advanced clin¬ 
ical symptoms in treating shock, we ImoAV 
that successful treatment depends upon 
anticipating them before the condition 
has advanced too far. And similar to 
tiioso of malignant lesions, many of the 
classical tests for shock are both late 
and unreliable. Based upon this assump¬ 


tion, traumatic shock is being treated on 
the battle-field and aboard ship, in the 
fox holes and in dugouts without at¬ 
tempting to move the patients. 

Morphine is being given for pain, 
lacerations and fractures of the extremi¬ 
ties are being immobilized, and blood, 
plasma and albumin are being carried to 
the patient instead of transporting the 
patient to the treatment. The treatment 
of .shock in this present war is based upon 
our knowledge that shock develops in so 
large a number of casualties that antici¬ 
patory treatment will be followed by a 
lowered mortalit}' and a much briefer 
convalescent period. Shock is more 
likely to occur in debilitated persons, 
those who have been living under strain 
with poor food, inadequate fluid intake 
and an already abnormal circulation 
when the trauma is sustained. 

It ’is the consensus of opinion that 
intravenous fluid replacement is the chief 
element in the therapy of shock. Wounds 
should be treated, hemorrhage checked, 
pain allayed and bodily warmth pro¬ 
tected or artificially increased. But shock 
should be anticipated. Various fluids 
have beeir used Avith Amriable results. 
Certain factors are responsible. None of 
the fluids have been ideal or indicated 
in all cases. Probablj'^ of all the fluids or 
sohrtions in use at the present time, 
human plasma offers the more universal 
application. A feAv general rules can he 
made Avith regard to the selection of a 
fluid medium. It stands to reason that 
casualties Avho haAm lost Avhole blood re¬ 
quire Avhole blood, those Avho have lost 
plasma require plasma and those avIio 
are dehydrated require normal saline or 
glucose. 

We have learned that patients Avith 
extensh'e burns require large amounts 
of plasma, and that those liaAong trau¬ 
matic amputation of a limb associated 
with excessWe loss of blood need Avhole 
blood, ])ut that plasma Avill he of value 
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in preventing tlio tormiual stages of 
shock, and transportation can be carried 
out vith greater safety. 

Among the solutions, blood and blood 
plasma have been the most sneecssfnl, 
but human albumin has also proved of 
value and has the advantage of remain¬ 
ing stable in concentrated solution and 
can be carried in small containers x'cady 
for use in the field and aboard ship. Gum 
acacia has been used in the treatment of 
shock, but its use is not to be encouraged. 
Pectin has been tried and in some clinics 
has been used to advantage. However, 
while blood substitutes have not proved 
as successful as blood and blood deriva¬ 
tives, further investigation may throw 
new ligiit on the subject. 

Experimental use of bovine bone gela¬ 
tin as a blood substitute by Loelavood 
showed that gelatm having the physico¬ 
chemical properties of the material used 
could bo safely subjected to clinical in¬ 
vestigation in man. 

The United States Navy, through its 
Bureau of Mediome and Surgery, pub¬ 
lishes a nows letter which carries to all 
members of the iledical C'oi ps the latest 
information on various subjects in ab¬ 
stract form. In a recent letter there was 
a discussion on shock wbicli is quite 
practical and brief; 

Shock—It is too late for prevention 
lohen shock can be recognized. Shock 
treatment should be started early for 
seriously wounded patients, even in the 
absence of “prodromal” signs. It is wiser 
to “block shook” if the injury is severe 
and if there is evidence of mueb blood- 
soaked olotlung, bleeding of long dura¬ 
tion, burns of large surface, extensive 
crushed areas, severe dehydration, bis- 
toi-y of blast injury, exposure to cold, or 
immersion. Other casualties should be 
examined at frequent intervals, as time 
permits, in order to watcli for the “pro¬ 
dromal” signs. As the sorting procc.ss 
continues, treatment should be started 


as indicated and before “typical cliuical 
shock” has occurred. Bear in mind 
though that iivtr,avenoHS injection or 
transfusion may dislodge a clot unless 
hemostasis is known to be complete. 
This risk usually must be accepted in 
cases of severe shock. 

Every wounded man is in shock to a 
greater or lesser degree. Treatment 
should anticipate the “prodromal” signs 
which are: (1) falling blood pressure; 
(2) rising pulse rate; (3) abnormal ap¬ 
pearance ; (4) thirst, restlessness, nansea 
and vomiting. IVlien “prodromal” signs 
occur, the blood pressure has already 
fallen and the patient is in shock to 
some degree. 

■Wlicn hemorrhage is present, use tlir 
quickest method as indicated, such a; 
tying a vessel, pressure or pack, to oh 
tain the most adequate hemostasis con 
sistent with speed. 

Tlie tourniquet is only to bo used wboi 
direct pressure fails to chock blood loss 
Apply ns low ns possible. If a limb can 
not be saved, do not remove tourniquol 
until blood or substitute is running into 
a vein. Otherwise loosen tourniquet, tc 
save the extremity, at intervals not 
greater than one hour. 

Immediate, careful splinting of broken 
bones is essential as a shock preventive.” 

Posture. Head down for low blood 
pressure; exceptions: chest injuries, 
pubuouai'y edema and bead injuries. 

Fluids. Water, hot coffee and tea by 
mouth, as tolerated, e.veept abdominal 
injuries aud preoperativc patients. 

If the desired effect on blood pressure 
is not obtained in fifteen to thirty min¬ 
utes the dose of blood or blood substi¬ 
tutes should be repeated. 

Intravenous salt and glucose are dan¬ 
gerous if used in the presence of bead 
injuries, for if the intracranial pressure 
is elevated above norma! or is riang, it 
may bo .serid ■ .^Ku-eased b *1' 
venous salt I j 
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wounds salt and glucose solutions are, 
liowever, given in large quantities, in 
the correction of dehydration. 

Burns. Plasma best for shock. Two 
units of plasma in first twentj^-four hours 
for each 10 per cent of h^irned hody sur¬ 
face. Repeat dose during second twenty- 
four hours in average case. 

Dehydration Collapse. Cool patient 
(don’t apply cold), give water and salt 
l)y mouth. One teaspoonful (3 gin.) salt 
to glass of water (200 cc.). Then 1 gm. 
to every 500 cc. water per hour until 
thirst and temperature approach normal. 
Use veins if uncooperative or collapsed. 

Heat. Conserve bodj^ heat rather than 
add heat by hot water bottles. Too much 
heat may cause sweating and fluid loss. 

Exposure to Cold and Inimersiou. 
Rapid warming by external heat may 
precipitate shock or deatli. Place patient 
'in blankets to conserve heat. (Do not 
rarm extremities of a person sutfering 
from immersion foot.) Give hot fluids 
(tea, cotfee) with added sugar by mouth 
and then later 1000 cc. normal saline 
with 5 1361* cent glucose by vein. 

A transfusion of blood, plasma or 
albumin should be under way before ex¬ 
ternal heat is applied. 

Analgesia. Morphine {dose not to ex¬ 
ceed one-half grain). Severe head in¬ 
juries should not receive morphine. 

Anesthetics. Avoid, until patient im¬ 
proves. Use local if possible—for major 
procedures ether is preferable to spinal 
or intravenous barbiturates. 

Rapid, early treatment of shock means 
saved lives and also economy of labor 
and materials. By treating the patient 
as if aijproaching shock, he is given the 
benefit of any doubt. The longer shock 
exists, the more severe it becomes and 
the more difficult it is to relieve. 

sr.MMARV 

T'he early rofo<rnition and treatment 
of shock associated with war wound.s. 


either with or without the loss of fluids, 
has lowered mortality and shortened the 
period of convalescence. 

Clinical shock is characterized by 
changes of the peripheral circulation, 
the skin being cold, moist and ashen 
grey or of a cyanotic hue, and the pulse 
feeble and rapid. The condition pro¬ 
gresses slowly downward and terminates 
in a gradual suppression of all bodily 
functions. 

Shock associated with hemorrbage 
should first be treated by hemostasis; 
in shock associated with pain, moiphine 
and the barbiturates have been of value. 
Immobilization of fractures, the applica¬ 
tion of heat and the placing of the pa¬ 
tient in absolute quiet are fundamentally 
important in the treatment of shock. In 
specific treatment of shock, wdmle blood, 
plasma and albumin and blood siibsti- 
tutes are indicated. 

The recognition of the reversibility of 
shock has led to the early administration 
of blood and blood sirbstitntes on the 
battle-field and aboard ship prior to the 
transportation of a patient. 

RESUME 

II est necessaire de reconnaitre et do 
traiter le choc accompagnant les plaies 
de guerres, qu’il y ait perte ou non dc 
fluides. Ce diagnostic et ce traitement 
precoces ont diminue la mortalite et 
abi'cge la convalescence, 

Le choc clinique est characterise par 
des changements dans la circulation 
peripherique, la peau devient froide, 
Iminide et de couleur cendree on cya- 
nosee, le pouls est faible et rapide: L’etat 
s’aggrave progressivement et se termine 
par la suppression graduelle de tontes 
les fonctions de Forganisme. 

Le choc aceompagne d’hemorrhagie 
sera ])remierement traite par I’heinos- 
tase, le choc aceompagne de donlenr, par 
la morjjliine et les barbiturates. L’im- 
moljilisation des fractures, rapplieation 
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do la chaleur ct lo repos absoln sont 
d’une importance fondamentale dans le 
trnitement du choc. On aura reeours a 
la transfusion de sang, do pla.siiia ct dc 
succodanoes du sang. 

Sur lo champ do bataillo ct sur lc.s 
vaisseauK la transfusion precoce du sang 
ct de substances apparcntccs an sang 
avant le transport dn malade a donne 
d’cxcollcnts resultats. 

SUMAKIO 

El tcmprauo reconociiniento y trata- 
miento de heridas de guerra, con o sin 
pcrdida de litiidos, ha dismimii'do la 
mortalidad y acortado cl pei'iodo de 
eonvalocenoia. 

El choquo-cUnioo osta caraclorizado 
por Cambios on la eirculaciou pcriferica, 
la picl hiiraeda y fr!n y do color oeniciento 
0 de cianosis y el pulso rapklo y debit. 
Bstc ostado so agrava lentaniente y 
tennina on suprosidn de todas las 
funcionos. 

El cheque asoeiado con heiuoragia 
dohe scr primeramento tratado por la 
hemostasis y ouando el clioquo esta 
asoeiado eon dolor-, la morfina y los 
barbiturates ban sido eficacos. La in- 
mobilizacion de fracturas, la aplicacion 
de calor y asegirrando toda qiiictnd y 
reposo son de iraportancia fundamental 
en cl trataniiciito del cheque. En el 


tratamionto cspeciflco del olioqne, la 
sangre total, pla.sma, albiunon y snsti- 
tutos de sangre pueden scr ntilizados. 

El reoonocimiento do la reversibilidad 
del cheque, ha dado lugar a la adminis- 
traeion temprana de sangre y de susti- 
tntos do sangre en el earapo de batalla 
y abordo de navios antes del transporte 
del pneiente. 

Bhro.-im 

Pairnee paenuanaBanne ii .leyeiiiie luoKa 
npn paneinijix noemioro DpeMenir, Kai: c 
noTepea, -rat: ii flea norepu Kpocn, cniunaer 
CMepTHocTB II yicopa'iitnaeT ncpiioa ci-i3,rO" 
poc.ieiina. 

Ivviiiuieteciat iiioi; xapaKiepiisycTCfl na- 
pyuicuiieii nepinfie'pinccKoro Kpouoodpemc- 
Hiiii ; Koiiia CTaiiomiTca xo.ioUHOfi, n.raiinioa, 
nene.ii.iio cepoU, ii.rii uiiaixoTiiiriion; nyanc 
caa6i.ii1, yaaiueiiiiuit. CocroaHiie sieg.reinio 
yxyjiiiaeTc,i ii KoiiraeTca nocTeneimuJi 
yrnereniiCM ncex ^tyiiKUiia opraitiraiia. 

lUoK c icpoBonoiepeft, a nepnyio o'lepe.-ti.. 
TpeOyer ocTaiioiiKii KpoBOTeaenmi. IIpii 
Co.iesoii woKe neii}ttT wopifiiiir ir dapCnry- 
patij, irM,noCiun3am!a nepe.rosion, npii- 
iieireiine leii.ia ii nosieiaenne Co.ri.noro a 
aCco-iKiTiio cnoKoanyio oCcraiioiiity, 

KJTCH ociioniiMSt npn .reaeiiim raoKa. Kai; 
cnenuilneieCKaa Tepaniia, npit nioxe nona- 
aano npnsienenne xponii, n.ra,rMi.i, aatCy- 
Miina 11 3aMeiiaiouinx xpona cyCcTaiiunfi. 

Pacnosiiaaaiiiie rnoaa n Copf.Oa c nnji 
npuBe.rii n paiineMV nepe.'iiniaiinio icpoBii ii 
aaneiiaiouriix ce cyOcTannnft iienoctpeA- 
CTDCHiio na no.re Con, na Copry icopaC.ra, 
iiepeg TpanciiopTiipoiii.'oil Co-itnoro. 
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H uman energy and skill are capa¬ 
ble of providing the requisite 
number of guns, planes and sliijis 
necessary to equip a gigantic fighting- 
force; ho-R^ever, when it comes to pro¬ 
viding the human element, in whose 
hands to place these tools of warfare, 
something more than technical skill is 
required. It is quite obvious that if we 
are to recruit an army of ten million 
'len from the one hundred and thirty 
illion persons of the country, we will 
.lave before us a gigantic task. The men 
whom we select to handle skillfully pro¬ 
duced armament must be more fit phys¬ 
ically than those who have done the 
technical work of mechanical production; 
yes, the soldier must not only be trained 
in the handling of the mechanized instru¬ 
ments of warfare, but he must have the 
intelligence and physical stamina to 
adapt himself to the many other phases 
of military life. 

In recruiting an army we have fol¬ 
lowed the precept that a good fighting 
man must meet certain physical and 
mental requirements of fitness which 
classify him as the “pick of the ei'op.” 
This is the ideal, but, unfortunately, we 
must admit that parental carelessness 
and a disinterested public have pre¬ 
vented thousands of young people from 
developing into the ideal human. 

All this being painfully obvious, the 
question arises, “What are we to do 

■'i’rr-.-ii'.-'i it till' Fi’urtli Inttrn.'itioii.il Assembly 
ot’ the Ii.terniitienal OuHecc of Surgeons, New Yorf, 
Juno, I'.'Ih 


about it?” How are we to produce a 
physically fit fighting force? 

In making requisition upon the man 
power of the country, we must place at 
the head of the list the immediate needs 
of the fighting forces, which, as indicated, 
I’equire men having perfect physique and 
mental alertness. T^ereas industry in¬ 
volved in Avar production must also be 
supplied, it is true that the skilled Avorker 
does not necessarily require the physical 
attributes of the soldier; in other Avords, 
industiy can draAV upon a large portion 
of our man poAver not suitable for the 
armed forces. Many Avorkers are doing 
excellent technical jobs in spite of her¬ 
nias, Aveak feet, artificial limbs and blind¬ 
ness, but these defects Avould render men 
unfit for military duty. Of course, we 
do not mean that all men not perfect 
shall be forced to relinquish military 
duty, or that industry should absorb all 
those with physical defects. Quite the 
contrary is true, as Ave learned twenty- 
five jmars ago. As a result of former 
experience, we Aidsh to discuss methods 
by Avhich the armed forces can utilize 
sub-standard recruits and also retrain 
many of the unfit and those who have 
been incapacitated by Avar. 

During the First World War it Avas 
clearly demonstrated that men Avith cer¬ 
tain defects could be utilized for “limited 
serAuce.” All the nations involved in the 
Avar carried out training programs de¬ 
signed to salvage the unfit to such an 
extent that they could be assigaied to 
sojne sort of duty AAuth the ai’med forces. 
These programs applied to both recruits 
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undergoing training and to the sick and 
wounded convalescents. Of course, the 
aim was to rehabilitate a man as far as 
possible, renderuig him fit for full duly, 
or failing that, to give him “limited ser¬ 
vice” in some category for which his 
previous training best fitted him. The 
best work of this sort was begun at 
Joinville, France, later at various places 
in England where “re-education com¬ 
panies” were organized with e.vcellent 
results. 

Our own efforts in the salvage of man 
power during the last war met with 
enough success to warrant continuation 
and intensification of the program dur¬ 
ing the present emergency. The military 
demands at present are for the trainin.g, 
equipping and transporting of an army 
winch will he superior in tiro power to 
the Axis armies. This program naturally 
demands the most effective use of all 
the nation’s man power, both the phys¬ 
ically fit and the unfit. It is with those 
men classified as “unfit” that this discus¬ 
sion deals. Wo will not indulge in theory, 
but confine our remarks to facts which 
have developed from actual experience 
in the original program of military 
rehabilitation. 

In discussing tliis salvage program wo 
will place the subjects in the following 
three categories: 

1. Rehabilitation of the selectee wlio 
is knovm to have possible remediable 
defects at the time of his induction. 

2. Retraining of the recruit, the man 
who was accepted as physically fit, hut 
who failed to live up to the requirements 
of military' life. 

3. Retraining of the convalescent, the 
soldier who has been sick or wounded, 
hence requires a planned system of re¬ 
habilitation, both physical and mental. 

EEHABILIT.VTION OF THE SELECTEE WITH 
REMEDIAL DETECTS 

Until the beginning of the First World 


War, the Army accepted only men win 
were physically fit in every respect, bu 
on passage of the Draft Act it becanu 
necessary to accept men who could nol 
live up to peace time requirements. Tin 
new law provided for the induction oi 
both the physically fit and those whe 
were capable of performing limited ser¬ 
vice only. The records show that, oi 
those examined, 31.2 per cent were re 
jected for full military duty on account 
of one or more physical or mental de¬ 
fects. However, a portion of these, 8.9 
per cent, were admitted on' a Utnited 
basis. At first no stress was laid upon 
the fact that a considerable portion of 
the “limited sen-ice” group might bo 
rehabilitated to such an extent that they 
could bo made fit for full duty. There 
was no criticism on this score because 
nothing of the sort had over been at¬ 
tempted. However, the idea of rehabili¬ 
tation was not seriously considered until 
latei-, when G. 0. 45, May 9, 1918, was 
published, as a result of experiments 
which had been carried on at Camp 
Greenleaf, Georgia. This order created 
“Development Battalions,” which were 
“to relieve divisions and other organ¬ 
izations of all unfit soldiers as soon as 
encountered and the reclamation of such 
men, so far as possible, in an organiza¬ 
tion constructed for that special purpose, 
thereby leaving the division free to func¬ 
tion as a machine, with perfect mem¬ 
bers.” The success of that program can 
well constitute a guide for action in the 
present war. 

In considering a program for the cor¬ 
rection of physical defects it naturally 
is uppermost in our minds that such an 
effort is one for medicine to handle. 
This is, of course, true, but we must not 
lose .sight of the fact that without prnpnr 
management medicine will not^' . v„ 
tircly effective i'' 'on bing 
sired results. ■ ■- 

one for expci 
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administrative supervision and special 
training. We must also take into con¬ 
sideration the types of cases which will 
he encountered and can be corrected to 
a greater or lesser degree. The cases for 
correction should be men on whom no 
great chances have to be taken to obtain 
successful results—those who, accoi’ding 
to expert medical opinion, are amenable 
to treatment. This will include the con¬ 
siderable number of major cases which 
in civil life the physician always put in 
the “must” class, such as hernias and 
chronic appendicitis. However, we have 
to do with a very large class, in fact, the 
majority, Avho are below par on account 
of some defect which is ordinarily not 
considered of much consequence by 
either the family of the youth or the 
general practitioner. Such conditions as 
W'eak feet, hammer toes, poor posture, 
at chest, underdeveloped musculature, 
iwkward gait, underweight, overweight, 
dental defects, etc. Tn civil life most of 
these defects are disregarded to a very 
great extent because the general public 
lias neglected to realize what these things 
really mean, so we now have on our 
hands, this enormous section of the coun¬ 
tries' man power composed of military 
“misfits.” Their rehabilitation is essen¬ 
tial, both for their personal benefit and 
that of the country. 

Some attempt at rehabilitating men in 
ibis selectee category, has been at- 
tem])ted to a certain degree by the 
civilian ]ihysician, in the pre-induction 
period. However, wo are convinced that 
ibis method is too cumbersome from an 
administrative standpoint. Moreover, as 
has been indicated, the jiroblem is not a 
purely medical one, but require.s certain 
training which can best be carried out 
under military supenusion. 

AVe have been talking ]ihysical fitness 
I'nr years, but no concerted effort has 
lieen made to brinu' it about among our 
youmr pi'ojde. (treat stress is laid upon 


the development of “the team”—the fol¬ 
lows who will represent their schools in 
competition with others. These young 
people are a mere handful of the total 
number of students, but they “get the 
works”; the rest are neglected to a great 
extent. The goal in attaining physical 
fitness should he that state of perfection 
which would enable a ^mimg man to be 
inducted into the military service with 
no more preparation than a wash behind 
the ears. 

The public’s lack of interest is evi¬ 
denced in many ways; the young man 
with weak feet, for instance, has been 
able to cari’}^ on pretty well in these days 
of highly developed transportation facili¬ 
ties, so no one worriecTabout his partial 
disability until it became serious. Many 
weak foot cases haye been able to get 
along pretty well, even on hikes, so “why 
worry,” they say. However, put these 
same men into military training and they 
soon discover that the “hay foot, straw 
foot,” under the drill sergeant is quite 
different from that of a leisurely hunt¬ 
ing trip, where one can pick his way and 
sit cloAvn on a log whenever his weak feet 
become tired. Again, how many cases of 
poor posture, scoliosis, underweight, 
shnfBling gait, deformed toes, bunions, 
hammer toes, etc., are now undergoing 
treatment in civil life? To quote from 
the records of the last war, “the most 
important of all defects found in the 
population of military age, were foot 
defects.” The improvement in such cases 
is attained, not by just one or two visits 
to a phy.sician, hut by men trained in 
such work and equipped for it. This in¬ 
cludes means for remediable exercise.s, 
posture training, etc. However, the most 
efficient, and less expensive method for 
rehabilitating such cases is by enrolling 
them in the Army and assigning them 
to organizations such as “Development 
Battalions.” If this system were adopted 
for the “remediable” group, it would 
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Battalion” at Camp Meade, Maryland. 

In organizing these Battalions, not 
only cases of an orthopedic nature were 
included, hut many other disabilities 
underwent treatment. Each class was 
segregated into appropriate companies 
in order to facilitate treatment and train¬ 
ing. As the work progressed at that 
camp, officers were ordered there for in¬ 
struction, in order that the method could 
he instituted in all other large canton¬ 
ments. Additional material was pub¬ 
lished in a Bulletin from the A. G. 0. 
designated, “Instructions Concerning 
Operation of Development Battalions.” 
This Bulletin explained more fully the 
method of “rating” referred to earlier 
in this paper, and also gave more de¬ 
tailed instructions regarding the selec¬ 
tion of qualified officers for assignment 
"40 this duty. j\Iany other phases of the 
•ork were also more fully explained in 
lat Bulletin. The system as a whole 
worked out to great advantage to the 
Army. 

Before proceeding to remarks on the 
conduct of Category 2, mentioned at the 
beginning of this paiDer, I wish to invite 
attention to another class of cases which 
were experimented with to a certain ex¬ 
tent. These were the malingerers. At 
Camp Greenleaf a number of such cases 
were assigned to the “Eeconstruction 
Company” where they could he studied 
and approiDi’iate steps taken for handling 
them. The details of that work cannot be 
given here, but suffice it to say that the 
oxi^oriment resulted in several surprises 
when some of these men made rather 
rai)id recoveries and actually made ap¬ 
plications for full duty. 

imCKUIT EEHABILITATIOX 

At first glance, it might seem that 
Category 2 is of no particular impor¬ 
tance. However, the writers experience 
during Development Battalion work con¬ 
vinced him that we have to deal with a 


number of men who have “gone under” 
from too intensive training, or some¬ 
times from the nervous tension incident 
to the new tempo and environment of 
Army training. The line officer receives 
his recruits and naturally considers that 
thej^ are able to “stand the gaff” of a 
strenuous training program. Most of 
them can.' On the other hand, there are a 
certain number who find that they “can’t 
take it,” even though they may have 
passed a perfect ph3’-sical examination at 
induction. Those men are not in need of 
hospitalization and may not even have 
been marked “quarters” after having re¬ 
ported at “sick call”; nevertheless they 
are potential casualties and in need of 
intelligent handling. • These cases can¬ 
not be cared for to advantage in combat 
organizations undergoing active train¬ 
ing, but should be assigned in a.detached 
status, to a DeveloiDment Battalion for 
graduated training. If left in their or¬ 
ganization they will probablj’’ be marked 
“quarters” and allowed to sit around for 
a few days, without having had a true 
evaluation made of their condition. Such 
cases are in a similar status to the next 
categorj’^ of which we shall si^eak. How¬ 
ever, we place them under a separate 
heading for the purpose of emphasizing 
the fact that the “dog tired” recruit 
is not alwaj’^s given sjmipathetic con¬ 
sideration. 

EETEAINIXG OF CONVALESCENTS 

Eeferring to Category 3, we invite 
attention to the importance of gradual 
retraining of convalescents, men who 
have been discharged from hospital and 
are apparently fit for duty with their 
regTilar organizations. After reports on 
this phase of the subject had been nrade 
to the Surgeon General, the Adjutant 
General published in “Instructions Con¬ 
cerning Operation of Development Bat¬ 
talions,” the following: “Par. 5. In each 
‘Development Battalion,’ arrangements 
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will be made for giving physical training 
to snob convalescents as may be sent to 
the Battalion for hardening. Patients 
who are no longer in need of treatment, 
but who require bardoning before being 
returned to full duty, ina.v be sent to 
Development Battalions by command¬ 
ing officers of Base Hospitals or other- 
proper medical officers. They will be car¬ 
ried attached. At the time they are sent 
to the Development Battalion, these 
iratients will be returned to a ‘duty’ 
status. "Wlien in the opinion of the com¬ 
manding officer of the Development Bat¬ 
talion these men have received the neces¬ 
sary hardening, they will be returned to 
their organizations.” 

Pursuant to this enabling order, a 
large number of the influenza and pneu¬ 
monia convalescents at Camp Meade 
wore quartered in vacant barracks and 
underwent very gradual conditioning 
and retraining. This grouji of con¬ 
valescents was assigned to special bat¬ 
talions, not to those organized for the 
selectee and “washed out” recruits. 

It is important for the convalescent to 
begin occupational therapy and retrain¬ 
ing as early as possible in the period of 
recovery, in order to improve his mental 
attitude and to shake off the idea of 
being ill. The initial steps in this work 
should be undertaken as early as pos¬ 
sible, before discharge from the hos¬ 
pital. Of course this retraining should 
be arranged for surgical, medical and 
mental eases alike, but with methods 
appropriate to each class. 

The details of convalescent retraining 
at Camp Sleade cannot be taken up at 
this time, but we can report that the 
program was a marked success and re¬ 
sulted in the salvage of many men who 
might otherwise have become chronics 
and unfit for further service. I wish to 
emphasize the fact that there is no place 
in a convalescent retraining program for 
the pugilistic typo of conditioning. This 


is undoubtedly quite appropriate to the 
training of Commandos, but will only be 
detrimental to the convale.scent patient 
and even to the early stages in training 
of the physically fit recruit. 

We cannot close without laying stre.ss 
111)011 the importance of a long-range pro¬ 
gram for the improvement of the phy.s- 
ical condition of our youth thro.ughout 
the entire country. It seems that such a 
program should be instituted by national 
organizations already functioning to a 
greater or lesser degree. Kot meaning 
to decry the importance of sports and 
athletic competitions, we must at the 
same time lay emphasis upon general 
physical development for all youth, not 
just for those being groomed to take 
part in athletic events. The popular idea 
of the acme of physical fitne.ss is the 
production of athletes for competitive 
contests. Tliis desire to train “winners” 
comes down through the ages and should 
not be abandoned, but why give all the 
attention to the select few! IVe need 
mass winners! A nation-iride program 
for physical fitness might well have set 
for it the example of tlie well organized 
Development Battalion. 

CONCLUSIONS 

In the recapitulation of this paiiei-, 
we wish to emphasize certain points 
which it seems should entei- into a defi¬ 
nite program for the salvage of man 
power for the war effort, the oiiinions 
given having been arrived at as a l esiilt 
of original work in rehabilitation done 
during the last war. (a) Formation of 
Development Battalions in the military 
service to absorb cases of a natui-e 
which c.\-perienco has shown can best be 
handled in organizations where |)liysical 
training is the ma.ior requirement, cou¬ 
pled with..medical, sur'V'-nl and dent 
treatment: thi' metln -ed oi 

to til-' ' 'Sit 
arm 
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fitted into some essential activity, (b) 
To return to industry, men whose pliys- 
ical condition and general aptitude make 
them military misfits, (c) Tlie meticu¬ 
lous retraining of convalescents dis¬ 
charged from hospitals, and those 
soldiers who have developed symptoms 
from overtraining, etc., but are not fit 
subjects for hospitalization, (d) Iifsti- 
tutc a long range program of physical 
fitness for the youth of the country by 
interesting the general public in the 
great impoidance of training young men 
“fit to fight.” 
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RESUIME 

l/aulour iiri’seiile un programme pour 
la coiiporvation do la maiu-d’oeuvre. Ce 
programme embrasse les coudilions sui- 
vanles; (a) La formation de bataillons 
de develo])pemout jiarmi les homines en 
service alin d’absorber tons les eas quo 
rexiierioiice a demoulre qu’ils jiossodent 
les eaiiaeites esseiitiellos d’organisatioii. 
Cos homines ajires examens medical 
ehirurgieal et dental, seront retennes 
jusqn'a lonqis qifils ]nussent etro places 
dans rindnstrie. (b) Lieonsier tons cenx 
dunt fetat yiliysiqno on I'aptitude gene- 
rale sont iin]>ro])res an service inilitaire. 
(c) L'entraineinent mcticnleiix des con- 
valc,<fcn1s reiriclies id de cos soldals qiii 
nunitrcnl <les symptnnies de siirine- 


iiagos, mais doiit I’etat general iie de- 
maude pas qu’ils soieiit internes dans un 
hopital. (d) L’adoi^tiou d’un programme 
detaille pour I’entraiiiemeut physique de 
la jeuuesse du pays. II faut que le public 
comprennent I’importauce de preparer 
nos jounes gens pour la lutte et pour la 
defense nationale. 

SUJIAEIO 

El autor presenta un programa para 
la conserva y el poder fisico de tropas 
de guerra y consiste de los requisites 
siguientes: 

(a) La formacion y desarrollo de 
Ralalloues en el servicio militar que ab- 
sorban los cases que la experiencia lia 
domostrado pueden ser manejados en 
las organizaclones de instruccion y 
ejercicio fisico junto con el tratamiento 
medieo-quirurgico y dental, esto plan 
])racticado hasta el punto de conservar 
en las fuerzas armadas los individuos 
(]ue pueden ser utilizados en actividades 
esenciales. 

(b) Devolver a las industrias aquellos 
cuyas condiciones fisicas y aptitiid ge¬ 
neral no son de calidad militar. 

(c) Bscrupulosa instruccion de los 
eonvalecientes que lian sido descargados 
de los bospitales, lo mismo quo a los 
soklados que ban desarrollado sintonias 
resultantes de los ejercicios e instruccion 
militar, pero que no necesitaii hospita- 
lizaciou. 

(d) La institucion de uu largo pro¬ 
grama de coiidicion fisica de la juventud, 
inleresando al publico en la importaneia 
del desarrollo y cultivo de la juventud 
“eapjiz para el cambale.” 

Bi.TnoAH 

npeACTaii-iJiCTca nporpaMMa no coxpanc- 
liiiio 3,T,opoiii.a MyaeiiiH ro,T;ni>ix ic noeiinoii 
c.iyacOc. 

Oiia oxitaTi.tBacT c.ieAjnoimie n3'iiKTr.t; a) 
•[nipMiiponaii lie Tpennpor.ainii.ix noennwx 
oaTa.ii.onoB oxr.aTi.inaer c.iy'iaa Tai:oro no- 
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p}r;U‘'a. icoTopi.ie, Kaic iioicasa.! ohlit, ji 3 ’^me 
nepcAanaxL d opramiaaiiiiii, b Koiopux 
3 ii‘iecKoe ynpa:i:i£eHire aR.iaeTca rjiaeHHM 
j’CJioBiieM iio;^roTOBKir, coe;^irnaiomefica c 
TejJaneuTii'iecKnM, xiipj’prn'iecKiiM ii 33'6o- 
Bpa’ieoHi.iM -leieiniesr; stot iieTo;^ ;^o.iacen 
iipiiMCHaTLca c ne.iLio coxpaHeinia KaiK^oro 
're^TOBCKa ap-Miiu ii bo 3 mo:ichoctii iic- 

no.TbaoBanua ero r Kaicoil-.inOo onpe;^e.ieM- 
Hott Ae^Tc.iBiiocTii. Ci) Boanpaiueiiue M3'ac- 


Hnn Ha npoiiSBo.’^cxno, ffiiisuirecKoe 3 /'^opoBr.e 
KOTopLix ,'^ejiaeT nx nenpiiro,T;HLijiii 
Boeiriioil ci 3 ’iK 6 i>i. b) TmarejiBHaa no;^ro- 
TOBKa II IIepe^o;:^^OTOBIca BH3;^opaE.^IrBaIO- 
mnx, BuniicHBaiomiixca 113 rocnnTa.xefi n 
T. ,1 r) IIoArOTOBKa o 6 niiipnori nporpasisiM 
no ^ii 3 Ji»ieci:o'My BocniiTaHiiio Mo.’io;ie:Kii 
cxpaiiw c npnB.xe‘ieuiieM oGmecxECHnocxii 
K iJonpocaM oo 3 '’ieuna Mo.xo;^e:Kii iio;ii :io- 
33 'iiroM “CfcixB roxoBBiM i: CopLCe”. 


fCoHlinu^'d from page 102) 
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exempt from pn 3 'ment of dues during the period of aciive 
inilitaiy service. 




War W ounds of the Skull and the Brain 

FRANZ A. COLMERS, M.D. 

NE^S' YORK, NEAV YORK 


"rX 1906 Von Zoege MantenffeP® re¬ 
ported Ills sad experiences ^Yitll con- 
servative treatment of tangential 
gnnsliot wounds of tlie sknll during the 
Itnssian-Japanese War. He Avas the first 
to urge the early operative treatment of 
those head injuries, contrary to general 
practice. i^Iy ovni experiences in the 
same war corroborate him completely, 
'he small number of soldiers with seri- 
s bead injuries Avho reached theHer- 
an Hospital in Harbin after a long time 
died, all because of their desperate con¬ 
dition on arrival. Similar observations 
were made in the other Russian Hos- 
]iitals of Harbin. 

Tn the Bulgarian-Turhish War (1912- 
191.1) I lo.st in Sofia 70 per cent of all 
tangential gun.shot wounds of the head 
with injury of the brain due to severe 
infection, in spite of operative open treat¬ 
ment. Clairmont'" suggested in 1913 the 
conpfiete closure of gunshot wounds of 
the skull after careful excision and re¬ 
moval of bone fragments. At the begin¬ 
ning of World War I, during the siege 
of I’v/.emysl, Barauy' successfully closed 
iang('ntial shot wounds of the skull in 
soldiers who were operated on only a 
few hours after being wounded. Cush¬ 
ing’"' two years later achieved the same 
good results with primary clositre of 
tiw-r- gundiot wounds of the skull. 

1 hiring W orld V ar 1 the need of early 
oiii-rativo troatment of all gunshot 
'.'.■(.maX •>! th(‘ head was accojited. Pri- 
ary o'o-arc the wound was con- 
"ehr-li d.--irabie whenever extenial 
p- rmittod, iuit probably will 


not always be possible, even at the pres¬ 
ent time. While working in a German 
field hospital only six miles behind the 
Russian front during World War I, I 
noA'^er succeeded in iDerforming a single 
primary closure of gunshot Avounds of 
the skull because of late admission of 
the injured and gross soiling of the 
AAmunds. 

In wartime, injuries of the skull are 
frequent. Percentages for recent Avars 
are gWen beloAv: 

Per cent 


Frauco-Prussian War. 16.2 

Russo-Japanese War 

Russian Army . 21.0 

Japanese Army. 29.5 

World War I 

German Arm}"- . 14.4 


The 14.4 per cent listed for World 
W’'ar I inchided 2.7 per cent of skull in¬ 
juries AAuth and AAuthout damage of the 
brain, 6.3 per cent injuries of the soft 
tissues and 5.4 per cent injuries of the 
face. 

The decrease of the number of gun¬ 
shot Avounds of the skull in World War I 
is due to the use of the steel helmet. It 
Jias pi’actically abolisliod all shrapnel 
injuries of the head. Against small 
caliber projectiles and small fragments 
of high explosives the steel helmet is 
cffoctiA-e only under favorable condi¬ 
tions (spent missiles, tangential hits). 
LauAvers"*^ reported that the occuri-ence 
of head injuries in the French anny 
tiecreased from 15 per cent to 3 per 
vent following introdiaction of the steel 
helmet. 
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It may be assumed that at least 25 
per cent or more of all skull and brain 
injuries prove fatal on the battle-field. 
The treatment of the surviving 75 per 
cent will he discussed in this paper. 

Gunshot wounds of the liead may be 
divided into: 

1. Gracing shot wounds 

2. Tangential shot wounds 

3. Segmental shot wounds 

4. Diametric shot wounds 

5. Shot wounds with retained missiles 

6. Ricochet shot wounds 

The grazing shot wounds, with injuries 
of the soft tissues only, nevertheless have 
to be watched carefully because experi¬ 
ence has shown that the tabula interna 
of the cranium may be injured without 
any perceptible periosteal or bone in¬ 
jury. Formerly this kind of gunshot 
injury was denied by a number of au¬ 
thors, but it was repeatedly observed 
during 'World “War I. I was probably the 
first to observe this tytie of injury dur¬ 
ing the Bulgarian-Turldsh 'War.'® 

The case was a shell fragment wound 
with retained missile and semi-lateral 
paresis. After excision of tlie wound 
and removal of the missile, tlie peri¬ 
osteum and the bone appeared to be 
completely normal. Nevertheless the 
clinical findings made me trephine the 
skull. I found, exactly corresponding to 
the external lesion, a fracture of the 
tabula interna the size of a quarter, from 
which a bone fragment had penetrated 
into the brain and caused a subdural 
hematoma. The patient recovered com¬ 
pletely. 

In the reports of head injuries during 
IVorld 'War I, many authors emphasized 
the possibility of brain injuries with 
apparentlj’ trivial scalp wounds (Cush¬ 
ing,'® Jefferson,®® Chabrol" and others). 
The Medical Department of the IT. S. 
Army mentioned m its report; “Every 
scalp wound, no matter how trifling, is 


a potential penetrating wound of the 
skull.” 

The same experiences proved true in 
this war. McKissook and Brownscombe®® 
report such apparently trivial head in¬ 
juries which they have observed after air 
raids in London. Among fifty-three cases 
were many with scalp wounds, but none 
with fractures of the slmll. ITet abnor¬ 
mally raised or lowered intracranial 
pressure was found in 19, blood was 
present in the cerebrospinal fluid in 16, 
41 (77 per cent) showed abnormal phys¬ 
ical signs referable to the central nervous 
system. O’Connell''® saw four cases of 
brain abscess among 250 head injuries 
mostly caused in air raids. Two of the 
four arose because what were in reality 
penetratmg wounds of the cerebrum had 
been regarded as trivial scalp wounds at 
first aid post or hospital. 

The diagnosis of injuries inside the 
cranium \rifhont fracture and laoldng 
positive symptoms may prove to l)e ex¬ 
tremely difBoult. Abbott, Due and Nosiok' 
recently reported on ten oases of sub¬ 
dural hematoma and effusion due to 
blast. In this series, definite neurologic 
findings have been infrequent or mini¬ 
mal. Repeatedly diagnoses of psycho¬ 
neurosis, war neurosis and traumatic 
neurosis had been made. In the experi¬ 
ence of the authors careful psychiatric 
examination with tlie use of specialized 
psychologic testing has been more 
successful as an indication for- pneu¬ 
mo-encephalography than the u.snal, 
neurologic criteria. Also the : 
encephalogram may prove helpf 
doubtful cases in localizing c 
hematomas, as shoivn in the . 
Rogers.®® 

I have quoted those references ' 
to emphasize the importance of 
careful examination of everj' In 
jury, even apparently trivial one 
of continued medical observation. 

Tangential shots of the skull « 
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])rocluce a fiirrow-likc wound of the soft 
- tissues and the bone (gutter type). The 
hi'ain is always affected by the missile 
itself or by bone fragments driven into 
the brain. The extent of the brain injury 
varies hut is mostlj’- widespread. The 
bone fragments are usually small and 
numerous. They may lie in the surface 
or may he driven deep into the brain.. 

- "With segmental and diametral gnn- 
sliot wounds the wound of exit is usually 
larger than the wound of entry. 

detained missiles are very seldom rifle 
projectiles (only those spent from very 
long distance). In most cases they are 
shell fragments. Shrapnel can almost 
entirely he excluded since introduction 
of the steel helmet. 

A ricochet shot has so little force, that 
'"'■n most cases it is not sufficient to pene- 
ite the helmet and enter the soft tis- 
es. It results in a more or less serious 
ontusion. The missile gets stuck in the 
helmet or drops to the ground. Never- 
Iheles.'! the ricochet shot may have suffi¬ 
cient force to cause an injury of the 
tabula iuterna as described above with 
llie grazing shots. It may also he strong 
enough to cause a concussion, an epi¬ 
dural or subdural hematoma. 

According to the experiences of World 
War 1, about 40 per cent to 50 per cent 
(O’ the gun.^hot injuiles of skull and 
brain wei'e fatal. About 30 per cent .suc- 
cmiibed early, partly due to the serious- 
iK'ss of the injuiw. partly as a conse- 
(|Uenc(> of ])rimary infection. About 20 
pi'r cent died froju delayed complica¬ 
tions. Kennedy"-’ even assumed that the 
! nveraet' mortality rate of skull :ind brain 
I injnreil in World War 1 was inoi-e than 
I per eciit. At the start of his work in 

i France. I'U'bing’-' reported a mortality 
rate of .54.4 ]iei- cent wliich In* succeeded 
in cuitiir.: <b»\\n ti> 2".'-^ per cent. 

i la- M’-iiica.l I'cpartment <if the F. S. 
Avay 1.;!' l ep.irtefl i,i-ail injury mortality 


rates as follows: (Percentages given are 
approximate.) 

Wounds of the scalp, 5 per cent. 

Cranial fraetui’e without dural penetration, 
10 per cent. 

Cranial fractures Avith depression and dural 
penetration, but Avithout extrusion of brain, 
20 per cent. 

Wounds (usualK gutter type) Avitli brain 
extruding and iudriven fragments of bone, 
30 per cent. 

WoAAiids usually of penetrating type Avith 
indriven bone fragments plus metal, 40 per 
cent. 

Wounds of type 4 and 5 opening cerebral 
A'cntricles, 50 per cent. 

Craniofacial AA’Ounds in AA'hich the ethmoidal 
or petrosal sinuses are opened making primary 
closure impossible due to the risk of secondary 
infection, 60 per cent. 

Perforating or traA'ersing Avounds, 70 per 
cent. 

Extensive bursting fractures, 100 per cent. 

The mortality rate in this War is ex¬ 
pected to be much loAver, partly as the 
result of the experiences in World War 
I, partly due to the use of sulfa drugs. 
Although no statistics have been estab¬ 
lished so far, the reports published are 
ho]Aeful. David and Perey-“ treated 389 
skull and brain injuries in the neuro¬ 
surgical center of the Second French 
Army in May-June 1940, 288 of them 
having been operated on. Of these 288 
cases, 28 (10 per cent) died. TAventy of 
these 28 suffered from fungus cerebri. 
Of 83 cases of fungus cerebri, 24 per cent 
died. These mortalityrates are strik¬ 
ingly loAv compai’od to those of World 
War I. Ackland’s- reported mortality 
rate of 50 per cent in this War niaj^ be 
ascribed to the small number of cases 
1.38). The bad results may also be blamed 
partly on unfavorable facilities of trans¬ 
portation. 

Of the surviving patients Avith skull 
and brain injuries from Woild War I, 
A'ory few have I'ecovered completely. 
Most of tlieiii remained inA’alid and Avere 
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endangered even after many years. For 
this reason every patient ivitli skull or 
hrnin injm'ies has to he considered as 
permanently disabled for military serv¬ 
ice, in spite of favorable clinical findings 
and apparent well being of the injnvcd. 
All of these oases require careful and 
regular observation for years. 

Those injured with retained shell 
fragment.s require special carefulness 
because an injury of the brain may be 
easily overlooked. I have seen a mimher 
of patients in aiiparenf good health for 
many months suddenly develop acute 
encoiilialitis or brain abscess and suc¬ 
cumb in spite of operation. 

Ever}- gun.shot wound of the skull has 
to he regarded a.s primarily infected. 
Tile germs arc driven into tlio brain to¬ 
gether with foreign bodies such as hairs 
and hone or slioll fragments. By early 
operation with subsequent closure of the 
wound, developing infection may he pre¬ 
vented. But “early” is by no means “im¬ 
mediately.” The c.vpBricnoes of World 
War { have shown that operations ot the 
skull and the brain .should only be per¬ 
formed by surgeons speeiali^iing in brain 
surgery and in a hospital specially 
equiiiped for this juirposo. Furthermore, 
tiio patient should be allowed to stay 
under the eave and supervision of the 
same .surgeon for at least three weeks, 
Tlie special equipment of these hospitals 
slioidd consist of the very best x-ray ma¬ 
chine (.s(oreo.sco[ie, toinograiih), suction 
apparatus and a strong electromagnet. 
The medical staff must not only be fully 
trained in surgical earc hut innst also be 
e.vpert in ophthalmoscopic, neurologic 
and psychiatric examination. Already in 
World War 1 Cii.shing’'' claimed and 
established specialized liospitals for 
brain injured. Since then tliis claim 
ha.s been fully acknowledged and accom- 
jilished in the Spanisii Civil War as well 
as in llii.s war. Of course the.se hospitals 
eamiot he cstahlishcd near the front line. 


They will very often have to he far 
heliiiid it. 

This is touching upon the problem of 
transportation of skull and brain in¬ 
jured. Already the e.vperienees of World 
War I have proved that patients with 
skull and brain injuries will stand long 
transportation relatively well after first 
aid treatment and provisional dressing. 
This has been confirmed in the I’cports of 
the Xfedical Departments of all nations. 
Recently MitchelB’ reported the same ex¬ 
periences from Libya. Oi! the other hand, 
transportation of patients witliin the first 
days after brain operation has proved 
to he dangerous. Jfost of tliem died'. 
Ducuing-^ and his collaborators in tlicir 
reports from the Spanish Civil ATar 
hluntly state a mortality of 100 per cent 
under those eircunistancos. 

In AVorld War I every case that 
reached the hospital within the first 
twelve hours after the injury was re¬ 
garded as suitable for operation (pri¬ 
mary closure of the wound). But tlioro 
also are reports of successful tveatmeht 
with debridement and primnr\- olosui’O 
of a few cases having reached the ho.s- 
fiital after twenty-four hours. In this 
War witli local, jjeroral and intravenous 
ti-catmenf with sulfonamides at oiir di.s- 
posal the pre-operative inten-al might 
even ho prolonged. 

The importance of early operation ne¬ 
cessitates the routine of selection of nil 
l)atients witli skull injuries at the Casual¬ 
ties ClcaringStation for quicktransporta- 
tion to the next neHro.surgicnl center. In 
this war tlie transportation of these in¬ 
jured by airplane has proved most helpful 
(Toenuis^’). This method of transporta¬ 
tion has increased the chance of survival 
of even the most serious cases. It must 
he emphasized, however, that open brain 
injuries do not well folorafe'dG.s 
above iiOOn f-ot (OrW'-iian ‘ 
care is ir ’’ wi'“ '-it 
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been treated with sulfonamides. Foster 
Kennedy®® warns of air transport at 
high, altitudes because of the danger of 
sudden death caused by lack of oxygen. 
Therefore it is imperative to have oxy¬ 
gen available for those patients with 
brain injuries even at altitudes where 
other injured can do without. 

Treatment of gunshot ioounds of skull 
and brain. The general rules of the first 
treatment of bead injuries need not be 
mentioned. Every head injured has first 
to undergo a thorough x-ray examina¬ 
tion. Shell and bone fragments have to 
be located. The scalp has to be shaved 
completely. Especially with wounds 
caused by shell fragments, the points of 
entry are frequently so small that they 
do not bleed and may easily be over¬ 
looked. The shaving may necessitate 
ethyl chloride inhalation particularly 
with restless patients. The anesthesia of 
clioice with all head injuries is local 
anesthesia. In a recent paper by Miller'*® 
pcntotlial sodium given in glucose and 
saline solution by the continuous drip 
method is recommended as the best 
anesthetic agent. A single injection may 
be useful during the painful shaving of 
the scalp or introduction of novocaine 
under which the operation may be 
completed. 

According to my own experiences the 
excision of the wound with curved pro¬ 
longation of both ends in opposite direc¬ 
tions. if necessary, has i)roved mo.st 
sati.sfactory. A similar incision the 
shape of a revi-rsed S has recently been 
recommended by Lockwood.®' Th(> tech¬ 
nic e-tabli-^iietl in by (’u'^hing'® is 

still u>ed. He prefer-; the tripod in<-ision 
whefea^ with Freiieh author-; th<' o^teo- 
pia>tie tlup i-; th*' method of ehoicc (Har- 
ein and < in ilia nine,(’’a ini'-' and otlier-; b 
With -inai! wminii- Fn-hinv' ' preferred 
tile reini'vai > o /■/.., rather Than pieee- 
n • ai e;'t!,'- a’ea .a ei.inia! penetration. 
I'er "e .e.i’ »li.- di-urLTutuzed 


brain he availed himself of the suction 
method with a rubber catheter, thereby 
cleansing the track of the pulped or 
devitalized tissue whose retention, as is 
the case with dead tissue anywhere, 
favors infection. Horrax®® and Garein 
and Gruillaume®'* recommended electro¬ 
coagulation to stop bleeding and for the 
removal of the necrotic tissue later by 
suction. Metallic foreign bodies may be 
removed by an electromagnet, using a 
French wire nail to contact the missile, 
a method already recommended by Cush¬ 
ing.*® Heller®® in his report from the be¬ 
ginning of this war recommended the use 
of a giant electromagnet for the removal 
of projectiles. 

The dura mater has to be carefully 
closed with fine sillc sutures. A defect of 
the dura may be closed by transplanta¬ 
tion of fascia lata. David and Fei'ey®®' 
emphasize the use of amnion membrane 
instead of fascia lata. Chao, Humphrey 
and Penfield*® recently likewise recom¬ 
mended amnion, especially the inner 
membrane of the amnion, which can eas¬ 
ily be prepared and conserved. This 
material prepared according to their 
prescriptions is called “Amnioplastin,” 
“Anmioplastin remains a foreign body 
for a short time but is completely ab¬ 
sorbed within a period of thii’ty days 
and prevents the formation of adhe¬ 
sions.” Also Cloward,*"* who reported 
his experiences at the bombardment of 
Hawaii, recommended the complete clos¬ 
ure of the dura with clean wounds, 
whereas Guleke®* never closed the dura 
and Broster® considered the repair of 
the dura as unsafe. Personally I believe 
the closure of the dura, mth or Avithout 
transplantation, to be very important in 
cb>an cases in order to prevent adhesions 
and consecutive epilepsy. Anyway, clos- 
un* should always be attempted. The 
vah'a has to be closed with interrupted 
tin.' -ilk sutures, the scalp wound like- 
\\i-;.' in two layers. Before closing, dust- 
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iiig of the wound witli sulfoiinmidos is 
highl}^ rocoiniiionded (Broster," Gar- 
oin,=* Hovrax,^” Kennedy,”’ Grant”" and 
others). 

"With tangential wounds the injury of 
the hrain is mostly extensive hut super- 
fioial, with numerous frequently very 
small bone fragments. After excision of 
the scalp wound the whole track has to 
be exposed. The opening of the skull is 
widened on both sides in order to ex¬ 
pose the edge of the dura all around to 
an extent of a quarter of an inch. The 
visible hone fragments are removed first, 
the deeper embedded ones have to he 
carefully palpated with the finger or the 
Cushing catheter before removal. The 
wound is then treated as deserihed above. 

Several surgeons recommend primary 
osteoplastic closure of the hone defect. 
I believe that this closure, even in in¬ 
fected wounds, should ho performed only 
after rocovoi-y and after one year at the 
earliest. 

If tangential wounds are infoeted or 
reach surgical care only after a couple 
of days, the procedure is similar. I used 
to apply a loose packing with vaseline 
gauze after excision of the soft tissue 
wound, widening of the hone defect, care¬ 
ful removal of all hone fragments and 
of the devitalized hrain tissue. Before 
packing, the wound has to he dusted with 
sulfathiazole or sulfapyridino. The firet 
packing should remain as long as pos¬ 
sible in order to secure good granula¬ 
tions. The danger of open treatment of 
hrain wounds is secondary hrain abscess, 
which may ho expected in about 20 per 
cent of all cases, according to the experi¬ 
ences of World War I. Formerly, it was 
fatal in most cases. 

On the experiences of treatment of 
open brain wounds 'with sulfonamides, 
reports from this War have already been 
published. The results may ho e.xpeeted 
to have greatly improveL The local 


treatment with sulfonamides, however, 
seems to ho only successful following 
surgical treatment. J[illor”“ who re¬ 
ported his experiences in a neurosurgical 
center in the Western Desert Campaign 
(Middle Bast) mentioned that undoubt¬ 
edly the early oral administration of 
sulfonamides saved many patients with 
bizarre hrain injuries wlio otherwise 
could not have survived. But he adds 
that scalp wounds packed with .sul¬ 
fonamide powder became infected and 
healed very slowly. .Tefferson”” con¬ 
sidered the sulfapyridino to ho excep¬ 
tionally useful in the cranio-facial 
injuries. David and Ferey”° have aj)- 
plied sulfonamides as a routine in the 
postoperative treatment of all hrain 
cases: fi.O gm. every day the first two 
days; 4.0 gm. the next two days; and 
2.0 gm. the last two days. The strikingly 
low mortality rate of 10 per cent in 288 
operated cases mentioned above may he 
ascribed to this medication. Cloward** 
recommended generous use of sulfona¬ 
mides, not only in the scalp and skull 
wounds hut in the missile tract of the 
hrain. So far as can be judged, peroral 
and intravenous treatment with sulfona¬ 
mides should ho administered as a rou¬ 
tine pro- and postoperativcly in all cases 
of hrain injury. 

Complications. Almost all skull and 
brain injuries are connected with imcon- 
sciousness of short duration, which 
sometimes extends into hours and even 
days. Long lasting unconsciousness will 
always make the prognosis more serious. 
Amnesia, typical for commotion, is never 
observed with gunshot wounds of the 
skull except with grazing or ricochet 
gunshots to which the hrain reacts ns to a 
strong blow. 

One of the most important complica¬ 
tions with fresh gunshot wounds of the 
brain is intracranial pressure. It is to 
be expected after every brain injury and 
brain operation. Intracranial ^■‘ress”’"' 
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may be raised by liemorrliage, tlie en- 
ti'aiice being obliterated by blood clots 
which block the discharge of blood. The 
most important cause of intracranial 
pressure, however, is the increase of 
liquor following the trauma emphasized 
by Payr,'*^ who called it “Meningitis 
serosa acuta traumatica.” He believes 
that the trauma in itself irritates the 
plexus choreoidei and liquor-forming 
organs and thus causes an acute tidal 
wave of the cerebrospinal fluid originat¬ 
ing together with the traumatic edema 
of the brain. The physiologic regulations 
and the relieving trephining caused by 
the gunshot may be responsible for the 
fact that the raised intracranial pres¬ 
sure does not alwa^-s show. 

The clinical diagnosis of raised intra¬ 
cranial pressure is made by ophthalmo¬ 
scopy and by spinal ]mncture. Spinal 
imnoture particularly and measuring of 
intracranial pressure should be per¬ 
formed with all gunshot wounds of the 
brain. According to. my experiences, it 
]n'oves most helpful not only as a diag¬ 
nostic but also as a therapeutic proce¬ 
dure. Clean brain injuries Avith intracra¬ 
nial ])ressure may be cured with spinal 
]nmeture repeated twice to three times a 
day. 

Intracranial pressure may also be 
lowered by intravenous injection of 
hypertonic 50 per cent glucose solution 
and by injection of caffeine sodium 
ben/.oatc. A A'ory recent method highly 
recommended is intravenous injection of 
concentrated serum by adding of 40 cc. 
sterile water to the dried solids obtained 
from ilOO cc. of human serum. Turner^'^ 
has used tliis method in six eases of 
closeil l>rain injuries and was able to 
lo nve the decrease of the ])ressnre in the 
l•(.‘rt■lll•o^-]>inal fluid in live of the six 
cas'--. The elinical n-sults. especially re- 
iirf Ilf >i-vi-re hi'ailaehe'. were satisfae- 
tiirv. Ki'Lrulatiiiii nl fluid intake and 
l•iin•.i:iat!i>n nf fluid by the hnwi‘l> should 


also be considered for the purpose of 
loAvering the intracranial pressure. 
Payi"*® recoimnended the puncture of the 
corpus callosum in all cases of failure 
of spinal puncture and reported excellent 
results. 

It need not be mentioned that every 
brain injured has to undergo a thorough 
neurologic and psychiatric examination. 
It is a striking fact that even most seri¬ 
ous brain injuries very often Avill cause 
but slight sjauptoms, especially Avhen the 
frontal part of the brain is concerned. 
AVidespread i^aralysis immediately fol¬ 
lowing injury Arill frequently be seen to 
decrease to a Avide extent. On the other 
hand, neAV symptoms of paralysis may 
occur after some time and disapjmar 
again. Motor aphasia aauII frequently he 
observed. Also sensory aphasia aaIH occur 
after gunshot injury of the brain. Dis¬ 
turbance of vision is frequent. . 

Another complication of brain in¬ 
juries, especially after open treatment, 
is infectious encephalitis. Occasionally 
it may remain localized, but may also 
dcAmlop into a brain abscess. Even after 
appai-ent recoAmry encephalitis may flare 
up again and become fatal. Encephalitis 
is frequently’ connected Avith fungus 
cerebri, as the folloAAung case sIioaa^s. 

C.ASE EEPORT 

A priA-ate, aged 29, suffered a head injury 
by shell fragment on Mar. 9, 1916. He Avas 
operated on in a base hospital on Mar. 16. He 
Avas discharged as recoA-ered May 30, hut had 
to be readmitted after three days because of 
headache. On July 3 he Avas transferred to 
the military hospital of his home toAvn. Be¬ 
cause of continued headaches and temperature 
an incision in the old sear AA'as made Aug. i 
AA-ithmit resuit. Tliree days later x-rays rc- 
A-ealed a small foreign body' in the brain. 
Temj'-erature continued high until Aug. 2o. 
The patient AAas out of bed on Sept. 7 and 
in ajiparent good liealth. A slightly' draining 
small sinus is located near the preA'ious 
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entrance of the Jiiissile. Because of sudden in¬ 
tense headaclies and vomiting with high 
temperature on Jan. 25, 1917, the patient was 
admitted to my hospital. The examination 
revealed several radiating scars and a small 
slightly draining wound in the right temporal 
region. Under the firm scar tissue a bone 
defect of about 1 in. diameter was palpa¬ 
ble. The patient was dizzy, the pulse very 
slow (46) and irregular. The x-ray film re¬ 
vealed a small shell fragment located not 
more than three-quarters of an inch inside the 
brain. In local anesthesia the scar was ex¬ 
cised, adhesions with the brain were severed, 
the bone defect was widened and a small brain 
abscess containing the shell fragment was 
opened, Tlie symptoms of meningitis increased 
after the operation and tlie patient suc¬ 
cumbed in coma on Jan. 31, 1917. The 
autopsy revealed an extensive meningitis of 
the convexity and the base of the brain. The 
conserved and dissected brain showed a scar 
rea'ching the ventricle, encephalitic changes 
of its surroundings and perforation into the 
ventricle, distorted in the direction of the 
scar. Both ventricles were filled with pus. 

Li this case, more than ten months had 
l)assed between the injury and the fatal 
end. A primary infectious encephalitis 
caused by a small shell fragment flared 
np repeatedly and finally developed into 
acute meningitis. 

Fungus cerebri is a consequence of 
raised intracranial pressure and may oc¬ 
cur soon after the injury. Fungus cerebri 
should not be operated on, since results 
recorded during World War I have been 
highly unsatisfactory. In the present 
war tliGse experiences liave been con¬ 
firmed by David and Fercy,-° who lost 
three cases of infected fungus cerebri 
succumbing to meningitis within a week 
after operation. Guleke*^ in this war 
reported a mortality rate of 44.5 per cent 
in 78 cases treated for fungus cerebri. On 
the other hand, excellent'results with 
conservative treatment (posture, dehy¬ 
dration, spinal puncture, chemotherapy) 
have hcen ro])orted by O’Coiiiiell.-'- 
Among 250 cases of air raid injuries, lie 


observed and cured 11 cases of fungus 
cerebri. Miller®^ successfully treated 
with sulfonamides 4 out of 5 cases. 
Thus, conservative treatment with sul¬ 
fonamide, and reduction of intracranial 
imessure as mentioned above has proved 
to be the method of choice with fungus 
cerebri. 

The early brain abscess mostly de¬ 
velops with gunshoHvounds of the brain 
not recog’nized or -with those not pri¬ 
marily closed by operation. It particu¬ 
larly develops around foreign bodies 
(hair, bone or shell fragments). The 
abscess usually shows up vithin the first 
two weeks after injury and is always 
associated with fungus cerebri in all 
cases of major defect of the dura mater. 
In World War I most of the affected 
succumbed. The following observation 
seems to be significant. 

C.VSE EEPORT 

A sergeant, aged 25, having been wounded 
on Aug. 14, 1916, in the battle of the Somme 
(France) was transferred Aug. 18 to the 
military hospital of Coburg (Germany). 
Three days later, a week after the injury, he 
was transferred to my hospital for operation. 
He siiffered from a retained shell fragment 
shot wound in the right lower occipital region. 
The missile had been removed at the Collecting 
Station. He was dizzy, but had no temper¬ 
ature. The vision was distinctly impaired 
(diplopia). The left pupil was larger than 
the right one and reacted much more slowly. 
The lower part of the scar showed a sinus 
throxigh which movcable bone fragments could 
be palpated by probing. Incision of the scalp 
shows a lesion of the right occipital .bone. 
After removal of the bone fragments a lesion 
of the dura could not be proved. As the con¬ 
dition of the patient got worse and uncon¬ 
sciousness developed, he w.as operated on once 
more a week later. Tlie bone defect was 
widened to a 1 in. diameter. A very .small 
opening of the dura which was discharging 
pus became visible. The dura and a super¬ 
ficial abscess of tlie brain were • '^'-'.nFive 
(lays after the opjy^ation a 
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Iiemorrliage occurred, wMcli was controlled 
by packing. Uncomplicated recovery fol¬ 
lowed. On Sept. 29, 1916, about sis weeks 
after the injury and four weeks after opera¬ 
tion on tbe brain abscess, the patient was 
discharged as completely recovered. 

In this case the injury had been caused 
by a retained shell fragment causing a 
fracture of the right occipital bone with 
depression. The surgeon who first oper¬ 
ated on the injured man removed the shell 
fragment, but overlooked the bone lesion. 
"WT-ien I operated on him the first time, I 
found the bone lesion and removed the 
bone fragments, but in spite of existing 
brain siuiiptoras I could not make up ray 
mind to open the dura. Only after ex¬ 
tensive widening of the bone defect the 
second operation revealed a small lesion 
of the dura apparently caused by a 
pointed bone fragment with subsequent 
superficial brain abscess. This case his- 
'tory demonstrates the importance of 
' careful examination of injuries with 
superficially located retained missiles. 
These cases always involve the proba¬ 
bility of a skull fracture and a lesion of 
the brain. 

The dangor with brain abscesses is the 
perforation into ilio ventricle, a coin- 
])lication which fonnerly was always 
fatal. 


topsy revealed perforation of the peripherally 
developed abscess into the ventricle. 

Nowadays the prognosis for brain 
abscesses has considerably improved due 
to the treatment with sulfonamides. 
O’ConnelU" succeeded in healing four 
cases of brain abscess developing after 
air raid injuries by chemotherapy. Mil¬ 
ler®® observed only turn casualties among 
six cases of brain abscess. Treatment 
with sulfonamides made operation pos¬ 
sible in several cases. Broster® had the 
definite impression that sulfonamides by 
mouth or intravenously delayed the 
necessity of operation and tended to 
localization of infection within the brain 
and that these abscesses can be excised 
ill toto with their capsules at a later date. 

Primary septic meningitis is a rare 
complication of fresh gunshot injuries 
of the brain, because the meninges in 
the surroundings of the wound get sealed 
very soon. It used to be a most danger¬ 
ous complication fatal in almost all cases 
after operation of early brain abscesses. 

Early traumatic epilepsy occurs soon 
after the injury, usually within the first 
week. No explanation can be given for 
the cause. Also primary closure of the 
w'ound will not prevent development of 
early ei)ilepsy. Spells of unconscious- 
ne.ss and vertigo may be sjmiptoms of 
pMvlv pnilpnsv. Onprntivp treatment of 
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scar tissue has to be carefully removed 
and the bone defect closed by plastic 
procedure. If after excision of the sear 
tissue a defect of the brain is observed 
it has to be filled by free transplantation 
of fat tissue. Dura defects are repaired 
by transplantation of fascia lata or pref¬ 
erably by amnioplastin (Cliao^^). Bone 
defects are replaced by transplantation 
of a free bone flap covered with peri¬ 
osteum from the neighborhood of the 
defect. This plastic operation should not 
be performed too early. No symptoms 
of inflammatory brain irritation should 
have occurred within the last six months. 
But even when this precaution has been 
observed, a circumscribed brain abscess 
may develop around minimal bone or 
shell fragments. In this case a plastic 
operation has to he deferred. For this 
reason all oases of this kind should previ¬ 
ously be submitted to a thorough x-ray 
examination, measuring of the intra¬ 
cranial pressure and careful examina¬ 
tion of the cerebrospinal fluid. 

An occasional late complication of 
gunshot injuries of the brain is hrain 
cyst. It may arise from different causes. 
Isolated or multiple cyst following ser¬ 
ous meningitis may have remained in the 
araclmoidal membrane. Absorbed hema¬ 
tomas or devitalized brain tissue re¬ 
placed by serum may be responsible for 
the formation of a cyst. These cysts 
may grow and will cause the same symp¬ 
toms as brain tumors. If these cysts 
arise in the frontal brain following an 
injury of a sinus, the liquid contents may 
partly or entirely he replaced by air 
(pneumatocele). Campbell, Howard and 
Weary'“ recently report a successfxd 
operation. The operation of tliese cysts 
following gunshot injuries is likewise 
subject to the danger of latent infection, 
especially if embedded bone or shell 
fragments are located in the cyst or its 
immediate surroundings. 


Late hrain abscesses. The danger of 
acute purulent inflammation, mostly 
fatal, continues to threaten the patient 
with brain injuries for months and years, 
even when the patient is in apparent 
health. Flaring up of latent infection 
causes late brain abscesses, subsequent 
perforation into the ventricle or diffuse 
meningitis. These late brain abscesses 
usually develop around small foreign 
bodies, grow extremely slowly, are of 
elironic type and diagnosed xvith diffi- 
cidty. Sometimes they may be diagnosed 
by a good x-ray or by spinal puncture. 
The problem of decrease of formation of 
late brain abscesses by treatment of 
fresh injuries with sulfonamides will not 
be solved until years after this war-. 

Men injured by retained missiles are 
subject to the same dangers. If symp¬ 
toms arise, the missile has to be removed. 
Otherwise chances of operation have to 
be balanced with chances of conservative 
treatment. Those injured by retained 
missiles should never bo considered com¬ 
pletely recovered and need continuous 
observation by trained specialists. 

Jachson^s epilepsy has likewise to be 
considered as a late complication of gun¬ 
shot injuries of skull and brain. "World 
War I contributed little to our knowl¬ 
edge of traumatio epilepsy. We only 
know that patients with broad soar for¬ 
mation after open treatment were more 
subject to epilepsy than those treated 
with primary closure. The interval be¬ 
tween injury and the first convulsive 
seizure may extend over a period of 
years in cases of gunshot wounds. What 
causes irritation of the brain cortex and 
produces epilepsy has not been revealed 
by the experiences of World War I. 
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.servatioii for a period of seven to twenty 
years. 

Percevt 

From epilepsy, suffered.107 (34) 

succumbed. 14 (4) 

Succumbed from causes connected 

with tl)e head injury. .■. 3 

Pits with cases of dura injury... 45 

Fits with cases of uninjured dura 23 

The removal of the missile did not seem 
to reduce the liability to e]nlepsy. Re¬ 
tarded healino' of the wound proved 
favorable for the develoinnent of epi- 
lc])sy. Denny-Brown-^ on the other hand 
found only 53 eases of traumatic epilepsy 
amon^' (530 fully documented conseentive 
])atients, this behpa,- only 8.4 ])er cent 
eonpmred to the 34 per cent of Ascroft. 
T believe the rate of Ascroft to be too 
hiah, that of Denny-Brown to be too low. 
The i)roblem of the frequency of e])ilepsy 
after .aamshot injuries of skull and brain 
has not been solved although twenty-five 
vears have , 2 ,-one by since the end of 
World War T. Since in the iiresent war 
early o])eration and primary closure of 
iiunshot wounds of skull and bi'ain will 
]>robably be the method of choice, it is 
to lie expected that epikqisy will be less 
frequent due to improved healine: of the 
wounds. ()n the other hand, the increase 
of subdural hematomas williout ]mne- 
tratiim' wounds recently mentioned by 
sevei'al authors may result in the in¬ 
crease of Jackson's ei)ilep.sy, especially 
with cases not liavinp,’ been diau’iiosed 
and treated at any early staue. For this 
reason routine treatment with luminal 
seems to be justified as soon as jmssilJc 
with all cases of head injuries following’ 
injury or (qiei'ation. Foster Kennedy"*' 
urire< continuation <if this treatment for 
at least one year because of the possi¬ 
bility of convtdsions a])i)eai-im;- within 
twelve oi- fifteen months. 

The eNtreine importance of examina- 
«:o!i l»y trained 'peeialists ainl immedi¬ 
ate treatment of head injuries, as shown 


by experiences in World War I, has 
motivated the establishment of neuro¬ 
surgical centers in this war. Specialized 
observation will be necessary over a 
period of many years. As the payment 
of pensions to patients with head in¬ 
juries will be subject to reports from 
regular check-ups, such payments should 
bo easily adjusted following examination. 

SUMtMAEY 

With the introduction of the steel hel¬ 
met, skull and brain injuries decreased 
in number. An increase has been re- 
imrted, however, in injuries by small and 
minimal shell fragments and in subdural 
hematomas, with and without lesion of 
the tabula interna. 

Immediate transportation of all pa¬ 
tients with head injuries to the nearest 
neurological center, with delayed opera¬ 
tion thereafter, is recommended. Pri¬ 
mary closure of the skull and bi'ain 
injuries following debridement and 
treatment with sulfonamides is the 
treatment of choice. Sulfonamides ad¬ 
ministered orally or intravenomsly have 
lowered postojierative mortality and im¬ 
proved prognosis in cases of brain ab¬ 
scesses and fungus cerebri. Primary 
closui'e decreases the incidence of Jack¬ 
son’s ejiilep.sy as a late complication. 

Patients who have had .skull or brain 
injuries should remain for a pei'iod of 
vears under the regular observation by 
competent neurosurgeons. 
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las sulfonamides es el mauejo de eleccion. 

Las sulfanomides administradas j)or 
la via digestiva o intravenosa liaii bajado 
la mortalidad y mejorado el prognostico 
en casos de abseso y de fongais cerebri. 

La sutura primaria en casos de daSo 
al craneo cerebral disminuye la inci- 
dencia de la epilepsia de Jackson como 
complicacion remota. 

Los pacientes que ban sufrido dano al 
craneo o al eerebro deberan ser observa- 
dos sistematicaniente por un periodo de 
aiios por competentes neurocirujanos. 

Bheo^h 

Ko-Tii'iecTBo noBpeMc;i;eHnH nepena n Mosra 
cini3ii.7ocT. noc.^e BBe;i;eHira ciajiBiioro 
m.iejta. O^riaico, coodruaerca o pocre no- 
BpeavV^einifi jie. 7 KnMii n irejiBiafininiiii ocicoa- 
icaMir doJtd, C 3 ' 6 ^ypa.^i>Htix reiraxoM c co- 


xpaiiHOCTBio MU c HapyrneHiiCM ge-xociu 
Ba)’-TpeHneu miacTiiiiKii. 

Bcex napneiiTOB c nopaaceHiieji roaoBw 
peKOMeH;i;yeTca ^eAre;^.^IeHHo Tpancnopiiipo- 
BHTB B d.iinjKaiiuinii ,iielipox3ipyprji»iecKiiii 
neiixp. OnepariiBHoe BxiemaTe.xi.CTBO ot- 
Kjrava;i.TBaeTcxi ira cooTBeTCTBeiinml cpoic. 
IlepBiiaHoe 3aKpi.iTiie, noBpe5K/i;eHnft xepena 
ir Jtosra Bcjre^ 3a odpadoiKofi panH n jie'xe- 
luie cyjiL$onaxiii,T,axtii sinjinercst bh- 

dopa. CyB(|)OHaxin;i;i.i per os mu iniTpaBe- 
1103 HO CHHjfcaiOT HocxreonepannoHnyjo cxiepi- 
iiocTB II yxiynmaiOT npornoa b cjiyxaax c 
adcueccaxni n paaMarTemiexi iiosra. 

nepBHHHoe saxpHTne paiiBi CHnsKaex ko- 
jH'iecxBo cjiynacB ^aceKconoBCKoii snnxen- 
cnn, icaic noSAnero ocjroJiceHM. 

naaiienTi>T c noBpexK^^eHiiaxin nepena n 
xrosra ^o.x;r:Hi.r ocxaBaTBca ro/^axin no/? pe- 
ryjrapntixi Ha{5jxio;i;eniiexr ontixiioro iiefipo- 
xup3'pra. 
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Testicular Hormones and Their Influence 
on Prostatic Hypertrophy 

N. KOOK, i\t.D 
JERUSALEM. PALESTINE 


T N few fields of surgery is the material 
I'^so unilateral as in liypertropliy of tlie 

prostate. Those affected by this con¬ 
dition are only men and of advanced age. 

Se.v and age are two important factors 
•to 1)0 considered when anticipating ojier- 
ative results. Hogarding sox, it is a well- 
known fact that women are nincli more 
resistant to hemorrliage than men, and 
are loss liable to postojioratlvc complica¬ 
tions j should any comi)llcation set in, 
this assnmos a much milder form than 
in men. Eegarding ago, it is known that 
in jiatieuts from the age of -io and up 
the jiostoperative death rate increases 
greatly. 

Considering these factors, it is no won¬ 
der that the mortality rate following 
prostatectomy is high. Although official 
statistics give a mortality rate of 0-8 per 
cent in prostatectomy, the actual per¬ 
centage is much higher if we consider all 
fatal cases which are both direct and 
indirect consequences of the operation. 
The latter should be included because 
from the patient’s jjoint of view it is of 
little importance whether death resulted 
directly or indirectly from the ojieration. 

ENDOSCOPIC RESECTION 

Endoscopic resection has reduced the 
mortality rate from prostatectomy. (Ac- 

*Fioui the SuTgU’jtl Dcpartiuciit, Ilaflussah UmveT- 
sity Hospital. 


cording to Negly the ratio is 1 to 3.) 
However, it must be pointed out that en¬ 
doscopic resection requires many victims 
before the surgeon has mastered the 
operation h\ge aitis. Besides, this pro¬ 
cedure is not jiossible in all cases, not to 
mention the problem of rccidivos, a solu¬ 
tion to which has not yet boon found. 
Now that the first onthusiasiu over endo¬ 
scopic resection has subsided, it is known 
that the mortality rate in this procedure 
is not as small ns was first thought. 
(This rate fluctuates between 2 and -t 
per cent according to Buinpos and Slac- 
Carthy, reaches oven 10 iier cent ac¬ 
cording- to Eandol.) No wonder, then, 
that now methods of troatmont are being 
sought. 

The fact that prostatic hypertrophy is 
associated with old age long ago gave 
rise to a belief in its relation to the sex 
organs. This condition has oven been re¬ 
garded as the climacteric of the male. 
The first to ])orfonn large-.scale experi¬ 
ments based on this hyiiothesis was 
White. As early as 1803 he re|jorted re¬ 
sults in 111 cases of hyiiertropliy of the 
prostate treated liy castration, in 87 per 
cent of which good results were obtained. 
This method of treatment has received 
little attention because not all patients 
are willing to undergo similar treatment 
and because further exjierimental work 
did not confirm the results reported by 
White. 
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MGATIOX Ol' VAS DlCI'KliKNK 

The ligation of (iio vas doforons hvings 
imicli closer llie iK)SKil)le relalion be¬ 
tween ]iyperli-oi)liy of Die prostate; and 
the sox organs. Tlie ligation f)!' tin; vas 
del’eren.s is eonsidei‘(;d v(;ry nsefni in 
cases where a continnons cat)iet(;rization 
is instituted only to avoid an epididy¬ 
mitis, and is llionglil to have no intlnence 
on the prostate. W(‘ think tliis conclu¬ 
sion to 1)0 ei'roneons. Unfortunately, the 
few ])apers on the ti'catnumt of hyper¬ 
trophy of tlio prostate by tliis method 
re]iort only a very small number of cases. 
In 1932 we reported on 3.3 cases of hyper¬ 
trophy of the ])i’ostate treated by tin* 
ligation of the vas eleferens, and with 
good rosnlls (some of tli(‘ piitients also 
I’cceived roentgen ray ami diathcrinie 
ti'oatment). At the lime we concluded 
that “since this condition develops only 
in advanced age, and by ligatnre, accord¬ 
ing to Steinach, we ‘rejuvenate’ tlie pa¬ 
tient, it should disapi)ear or at least not 
progress.” 

Unfortunately, wc abandoned fbi.s 
method of treatment in view of the good 
results claimed foi' endoscopic resection. 
Even today we meet ])atients treated 
yeai's earlier by ligation of the vas de¬ 
ferens who still have no ])rostalic com¬ 
plaints. It is clear that ditlicult cases 
cannot be treated by this means; further¬ 
more, care must be taken not to cause 
any lesions of the nerves and blood ve.s- 
sels of the cord which would result in 
atrophy of the testis. 

HORMONE THERAPY 

Eecent developments in endocrinology 
have shown the close relationshij:) be¬ 
tween the prostate gland and sex hor¬ 
mones. In 1849 Berthold discovei’ed an 
internal secretion of the testis, but it 
was only in 1927 that MacGee succeeded 
in isolating a hormone from the testis, 
Butenant in 1931 succeeded in crystalliz¬ 


ing from male ui-ino a hormone callofl 
a/idrosfei-on. In 19.3.0 Baqueur and others 
found a second hormom; which they 
c.allcd tcsto.slcrone; this was found to he 
tivr; to seven times more active than 
androsteron. Zondek, Evans and others 
liave found gonadotroi)ic hormone in the 
hypophysis; this hormone was di.''- 
coveretl to bear some relation to the 
prostate. Zondek Inis succeeded in caus¬ 
ing hypertrophy of the prostate through 
injections of jiregnancy urine. Engle 
has, on the other hand, caused alropliy 
of the prostate by hy|)ophysectoniy. 

'I'wo tlieoi-ies have been put forward to 
account for the influence of sex lior- 
moiK'S on hypertro))hy of the jU'ostale. 
.\ccording to the first, the testes contain 
a hormone having a depn-ssive influence' 
u])on the hyp()))hysis. AVith advance in 
ag(‘, the production of this hormone dc- 
crmises or disappears altogether, and 
hypei'fumdion of the. pituitaiw thus fol¬ 
lows, This hyperfunctiou is responsible 
for hypertrophy of the jirostate (Mc- 
(hdlagh, Lower and others). 

According to a .second theory, the 
testes jiroduce male and female hor¬ 
mones. 3'hese are in a certain equilib¬ 
rium. Advanced age brings with it a 
disturbimee in this eijuilibrium, and it is 
the ])re])onderance of the female hor¬ 
mone which causes hypertrophy of the 
))rostate (Zuckerman, Busch and others). 
Whichever theory is the correct one, ac¬ 
cording to both of them hypertrophy of 
the jirostate is not so much a surgical 
di.sease as a manifestation of a hormonal 
disorder. Erom this it follows that the 
jirimary treatment should be of hor¬ 
monal nature — a treatment of com- 
pensation. 

As soon as these above-mentioned 
pa])ers aiJiieared in the medical litera¬ 
ture, many physicians, not necessarily 
ui’ologisls, began treating hypertrophy 
of the j)rostale with sex hormones. As 
might liave been cxirected, disappoint- 
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nieuts'soon followed. The reasons for 
these failures are obvions. 

First, treatment with hormones fdves 
good results only in those eases where 
no considerable anatomic changes have 
already taken place. In cases with com¬ 
plete retention, or great nrine residue, 
hormone treatment is unable to reduce 
the size of the prostate to an extent that 
will pennit normal urination. In other 
words, the hormones have a sjanijtom- 
atic rather than anatomic effect. Dis¬ 
turbances in urination do not always 
correspond to the de.grce of prostatic 
hypertrophy. 

Second, the dose is often incorrect. It 
would bo reasonable to assume that the 
greater the dosage, the better the results. 
In many cases, however, large doses pro¬ 
duce opposite effects. In the literature 
no definite dosage is given. It scents that 
when larger doses are used, the amount 
of hormone excreted is greater. (Little 
is yet known as to the excretion of hor¬ 
mones in a man affected with prostatic 
hypertrophy and in a man clinically 
healthy.) 

Third, in many instances hormones 
were used in eases with no prostalic 
hyiiertropliy. Kot all disturbances of 
urination are caused by hypertrophy of 
the prostate (stones, diverticulum, etc.). 

Fourth, the quality of various products 
differs. Not all hormones on the market 
have proved to be effective. 

author’s results 

ITe have administered hormonal treat¬ 
ment to 81) patients with Inqiertropliy of 
the prostate. According to age, they 
were distributed as follows; 


Age Xo. of Clines Per Cent 

Under GO.10 18.G 

60-70 . 24 27.9 

70-80 . 32 37.2 

Over SO . 14 1G.3 


8G 100.0 


In every case urine and blood exam¬ 
inations were performed, cystoscopy, 
residual urine and, in the majority of 
cases, renal function tests. As a matter 
of prineiide, we did not give hormone 
treatment in eases where the urine resi¬ 
due was higher than 100 cc. (except in 
those cases where operative intervention 
was contraindicated; we had S such 
cases, not included in this series). Even 
in those eases where a patient with high 
retention objected to operative treat¬ 
ment, no hormone treatment was given. 
It can therefore be seen that onh- selected 
eases arc reported here. 

In 28 cases the media! lobe was en¬ 
larged, in 14 the lateral lobes and in 44 
all lobes. Urine letontion was: 


Amount No, of Cases Per Cent 

50-100 cc. 50 58.2 

0- 50 cc. 32 37.2 


Hypertrophy with dysiiria 4 4.6 

8G 100.0 

In most cases wo emidoyed Neo-Hom- 
briol (testosterone propionate). The fol¬ 
lowing scheme of treatment was used: 

Ton mg. Nco-Honibriol were given for 
four consecutive days. In cases where no 
improvement followed after three or 
four injections, this treatment was con¬ 
sidered as not suitable and was inter¬ 
rupted. In those cases where nocturia 
and clinical symptoms showed no im¬ 
provement, a Dirther course of four in¬ 
jections of 10 mg. Neo-Hombriol daily 
was given. In these cases as well as in 
those in which s>unptomatie improve¬ 
ment was reported, besides a definite de¬ 
crease in urine retention, another four 
injections of 10 mg. Neo-Homhriol were 
given every other day. In all cases two 
injections of Neo-Hombriol were given 
every week for three to six weeks. 

On termination of this cours treat-^<~" 
inent, a cystoscopy o' , d ii’ 

every case. It shou 
in cases with dell 


•Cl 
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ineiit wo woro nn;t])l(‘ lo liiid ;i iiinrkod 
docroaso in sizo of tlio prostnio. It is 
woll known (lint tlio nrinary distnrbanoo.s 
do not always oorrospond to tin' "Tado 
of hypovlro])liy of (lio prostate. Wo 
often see Im.ue ])rostat(‘s that eanse no 
Ironble and sonietiines slightly enlariicd 
pi'ostales eansii)”' eoinpleti' reti'iition. 
Aceovdinii' to Frank, htl per cent of those 
iiffeeted with hyjiertrojdiy of the pros¬ 
tate do not eonpdain of any dislnrltanees. 
It seems jirohahle that the hormones 
have an infiiu'iiee on the tonns of the 
bladder, d'his would eliminati* a small 
nrinary retention, with eonseiinent im- 
jn-ovement of (he jirostatitis. 

It is worthy (>f note that in the ma¬ 
jority of cases, besides tin' improvement 
in nrination. the patients remarked on a 
noticeable "-eneral well-beini'‘. d'his was 
so characteristic that in sevi'ral casi's (»f 
senile marasmus—with no relation to 
the jirostate—we .nave Xeo-llombriol as 
a .stimnlnnt, with .uood results. I’ln'ro 
are Jio contraindications to this tri'at- 
inont, althoniih caution must be e.\(*rcised 
in cases with hitih blood jiressnre. 

The followini’' resnlts were obtained 
by means of our hormonal treatment, 
with Xeo-ltombriol; 

Si.vi If-II iII<' cases ircn- coiii/ilctclif 
ciirciL Twelve jiatients returned durin"' 
the followiuii' three years, tn 1(1 of these 
further hormone treatment ameliorated 
the condition; in the other 2, notwith- 
standin«' an imin'ovement, endo.scopic 
resection had to be performed because 
of urinary retention. 

Six fxiticiiis died during treatment 
from causes uol connected with the pro- 
static hypertrophy. 

Seven eases sJioiced imluoveiiient, but 
because of urinary retention and nor¬ 
mal-function ins'- kidneys, operation was 
recommended, 

Fdiiv rases slunred no iniprorenienf. 

The opinion that the influence of sex 
hormones on hyjiertrophy of the prostate 


is similar to that of insulin in diabetes 
{i.e., necessit.'dinu' continuous adminis¬ 
tration) was not confirmed in our ma¬ 
terial. In tin* ureat majority of cases 
we had compieti' clinical ri'covery lasting 
for months or evi'u years. 

inisr.MK 

.\]tres avoir coiisidere la resection eii- 
doscopitpK' et la linidnre du vas dcfi'reiis 
dans riiypertrophie ]irostati(|Ue. raiiteur 
(lisente le trait<‘ment .'ivec les hormones 
sexnelles, 

1! n'y a pas de donte (pie de boas iv- 
suitats peuvent »‘(re obteiius aver le 
traitement hormonah* de rhy]iertro|)liio 
prostatiijiie. l.es hormones sexnelles out 
speci.'de importanct' dans les (‘as accede 
manifest.'itions dysuriiiue et anssi pour 
('•viter de r(‘li<iua(s api'es une r(ls(‘ction 
(‘ndoscopi(|ne. l,a choix (h's cas et In 
([ualitt' des prei»ar.‘dions employiH's out 
une iirande influence sur les iTsuItats du 
(rait('im'n(. 

l.(*s resultats dn traitement dans Sti 
cas sold rapport('s par rautenr. Pariui 
ceux-ci (i!) ,'i'nerir(‘nt comph'temont. 

Sr.MAllIO 

Despnes de consider,‘ir la re.seccidn por 
endoscopia y la liuadura del conducto 
(h'feri'nte en la hipertrotia prosf:itica. (d 
autor discute el tratamiento ])or medio 
de liis hormonas sexuales. 

Xo hay duda aeerca de los buenos re- 
sultados nue se put'den obtener con las 
hormonas en el tratamiento de la hiiior- 
trolia de la prdstata. Las hormonas sex- 
u.ah's son de esjiecial importancia en los 
cfisos con manifestaciones de disuria, 
tambic'n para evitar los residuos ulandu- 
lares despues de la reseccidn por endo¬ 
scopia. La seleccidn de los casos y la 
(■alidad de los jiroductos epic se tisaii 
tienen una i;ran iuHiumcia en los residta- 
dos del tratamiento. 
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El aiitor cla a conocer los resultaclos 
obteiiidos en SG easis trataclos, de los 
cnalos 09 se ciii-aroii eoinpletamente. 

Bwno,U>^ 

OcneTuii iionpoc o6 3n,^ocKoniiMecKOfi pe- 
aeKUini ii nepcB;i3Ke otno^juunx cocvaob 
n])ii ninepTpo^iiii npocTaTi.T. aniop flaer 
oueiiK}' coBpeMeiiiiOMy .leMeniiio no.iOBUMii 
ropMonaMii. 

Be’3 coMHeima, npii ropMOua.iuioM .le’ie- 
niiii riinepTpo^iini npocTatia Moryr Gutb 


nojj'Henij xopouine pesyaLTaiu. IIo.iODwe 
ropMOHU AawT no.ionciiTe.’itHHe pesyatTaxu 
B c-iyManx c A'lsypi^^ecKiiMii aB.ieHiiHun. 
Ohu TaK me Aaiox bobmovkiiocxi. nsGe/Kaxt 
pe3iiAya.xi.Htix flR.xeiiJift noc.xe anAocKonn- 
MecKofl peaeKuiiii. 

noA<5op c.xvHaer ii KaHCcxBO noAroxOBKir. 
ofxu'iHo, OKaswBaiox Co.xtmoe B.iiijiniie iia 

pe3y.xi.TaTti .xeMemiji. 

ABTopoM iipiiBOAnxcn peayAtTax Aeneuna 
86 c.x)'‘iaeB. B 69 c.xy'ianx Hacxynn.xo no.x- 
noe ii3.xe*ieniie. 


Dr. William Henry Welch (1850-1934) 

ON THE OCCASION OF THE TENTH ANNIVERSARY OF HIS DEATH 
ON APRIL 30, 1934 
SOLOMON R KAGAN. M D. 


W ILLIAM H. -WELCH, the Dean 
o£ American Medicine, was great 
in several branches of medicine. 
He was a genius in the field of pathology 
and bacteriologj', a leader in publie 
health and social welfare, an inspiring 
teacher and an outstanding medical or¬ 
ganizer. He introduced the newer path¬ 
ology’ and the newer bacteriology; he was 
also a founder of the Johns Hopkins 
Medical School and Hospital, School of 
Hygiene and Public Health, Institute of 
tile History of Medicine and the M'^elch 
Memorial Library in Baltimore. He was 
the greatest medical educator of his time. 

Several letters written by Welch which 
reflect the personality of this great phy¬ 
sician and man and have an historical 
interest are herein reproduced. 

From IV. II. "Welch to F. H, Garrison. 

WAR DEPARTMENT 
OFFICE OF THE SURGEON GENERAL 
WA.SniNGTON 

Xovemljcr 20, 1918. 

De.ir Garrison, 

Tliank you for your biograplucal sketch of Frank 
Raker. It is charnniig—yon have a wonderful knack 
of iliscriininatinf' iiersonal cliatactcrization, and Baker 
had delightful personal traits. I admired and liked 
him greatly. W’e have had few more enjoyable and 


instinctive papers at our J. H. H. Historical Club 
than his papers on the two . . . and Vesallus and 
anatomical illustration. 

I have an interesting letter from Osier which I 
should like to show you, if you can drop in to my 
room some day—* 

Very sincorcly yours, 

William H. Welch. 

Baltimore, Maryland, March 10, 1920. 
Dear Garrison, 

I have received to-day from the Adjutant General 
a ccitificale in Trench which reads as follows . . . 
I wonder if you can give me any information what 
this order is, and whether any insignia go with it. 

I presume that it may be some new military order 
widely distributed to Americans, but 1 have never 
heard of it before. 

I shall be very mueli obliged for any information— 
Very sincerely yours, 

William H. Welch. 

[10201] 

Dear Garrison, 

. . The form of inscription, which I showed you in 
Washington, read as follows and was a revision of one 
sent me by J. Collins Warren: 

William Thomas Green Morton 
Born August 9, 1819 
Died July 15, 18GS 


Before him in all time 
Surgery was Agony 

By his use of ether in a capital operation at the 
Massachusetts General Hospital on October IG, IS-tG 
anaesthetic inhalation became known to the world as 
a safe, certain and complete moans to annul pain and 
n new era in surgery began 

A discovery winch enables man to undergo, without 
the sense of pain, the severest physical trials to which 
huniaii.nature is subject, 

Morton. 

fCojitinued on poffc iS9) 



Sarcomatous Degeneration of Fibroma 

1. TRACTEXBERG, A.B., iM.D.. F.I.C.S. AND WM. OLIVER, A.B., M.DA 

BROOKLYN, NEW YORK 


T IIERI'] seems to be a definite dis¬ 
agreement between authorities as 
to wliether malignaJit degeneration 
of fibromyoma is rare. Some state that 
it is; wiiereas others claim it is not. 

From a series of eases collected from 
literatui'e, we may say that such degen¬ 
eration varies from 1.8 to 4.3 per cent. 

In oui' own series of 153 oi)erations for 
ibromyomata uteri, two cases of sarco¬ 
matous degeneration were found, which 
gives a percentage of 1.3. 

Why this variation o.vists may well be 
ex'iilaiiHHl by the experience of Winter.' 
In a lirst series of 50(1 cases of fibromy¬ 
oma, suspicious areas only being exam¬ 
ined, sarcomatous degeneration was 
found in 3.3 per cent; whereas, in a 
subsetjuent series of ail parts of the 
tinnoi’ being examined inicr()scopically, 
tlie incidence was raised to 4..'! per cent. 

W(“ agree witli otlicr antlioiitics that 
the >ulinincou'' type is more apt to un¬ 
dergo malignant degeneration more 
fi’etpiently. 

In niyom;i' which wi-i'e not niacro- 
scopicallv -.ii'pieions. Kaufman lias re- 
pealedlx' ^ecii i'ol.ited areO'. of malig¬ 
nant deL.'i-I)i'rat ioli. .'Siiliief ime~ thee<-nl<-r 
111 ;il| oli]fl’ ti 1 1 | IIIII \ 1 in,;i [ ||'■■•elll I'd 'Ueh 
dem-iit-rat :•-I. Kiif thi' (I'a'oii, he eon 

videi't d ;; I ' i.ei m.ii-md. That 

-neli - . 1 ''na ;} ?!.e|,.-ii!t<«fde- 

! .a .. • , • . Cl i. ' . . .1 : ; ,d i \ i>ii r’e 

• ; • • ■ ■ • , _ . ■ . H - 


fibromyoma is recognizable by the con¬ 
siderable change in the shape of the 
uterus, the distortion of its cavity and 
the hypertrophy of its walls as found in 
any simple, intramural nyyoma of marked 
size and long duration. 

Histologic differentiation between sar¬ 
comas and rapidly growing myomas or 
those with very cellular areas is not 
always simple. Ewing has pointed out 
that ordinary myomas vary in structure 
in different portions and probably at 
different periods. These suspicious 
areas, however, are not always progres¬ 
sive. Tliey may signify a temjiorary or 
local acceleration of growth which may 
either subside or regress. Nor is it justi- 
fialile to consider these areas as evidence 
of sarcomatous transformation, for 
which ))ii(ch 7)itjr(’ extensively altered 
(inns or even ffeiteral nietastases mighi 
in ll hr (leninilfled. 

mrFEUKXTIAL DIAGNOSIS 

Some ^uch gmieral criterion justifying 
the use of cither the descriptive phrase, 
to wit, .-arcoma in fibromyoma of the 
uterus or sarcomatous degeneration oi 
tihrumyoma >hould be established. At 
thi' piiiiil if i- not our intention to dis- 
cii"- the coiitiiet ill basic theories that 
lot' ari'cii ociT the past few years as to 
wli.-ther the 'arcomatoiis character of 
'Ill'll new growth' i' the n'sult of nieta- 
pl.i'ia 11 iiiii all ead'' highly difterentiafed 
mii'i'le eell' nr fioiii iimiiaturo myo- 
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blastic, fibroblastic or angioblastio rests 
witbin tlie myometrium or tbe fibro- 
myoma. Merely finding a small area of 
“sarcoma” in one nodule of a uterus con¬ 
taining a number of otbenvise “pure” 
tibromyomata should not justify the 
classification of the case as one of sar¬ 
coma. Such isolated areas, as Kauf¬ 
man has noted, are not unusual 
elianges in otherwise innocent looking 
fforomy D’ma.'ia. 

Furthermore, the thoroughness ■with 
which pathologists section speciinens_ re¬ 
moved at operation is variable. Like¬ 
wise, the number of staining solutions 
employed is a matter of variable routing. 

Several examples come to miinl- The 
literature contains few reported oases of 
rhabdomyosarcoma. Because of its rar¬ 
ity, the average pathologist may Jiot even 
think^of tliis type as a possible diagnosis. 
Unless routine staining of uterine tumors 
be done with Mallory’s phosphotungstic 
acid hematoxylin and Heidenhain’s iron 
hematoxylin, the characteristic) cross- 
striations of rhabdomyoma might be 
missed. 

In an excellent review by Golctberger" 
of sarcoma in fibroniyoma, two cases are 
described in detail. The first was that of 
a young woman of - 28 upon whom a 
myomectomy and a left salpingo-obpho- 
rectomy were done for what was patho¬ 
logically reported to he a “myosarcoma” 
and dermoid cyst of the left civary. 
Further radical treatment was refused 
until about nine years later when she 
returned to the clinic complaining of a 
return of her irregular, prolonged men- 
stnial periods for four months. 

A complete hysterectomy and right 
salpingo-oophorectomy were done. The 
pathologic diagnosis was multiple fibro- 
myomata and adeiiomj’osis uteri ivith 
normal adnexae. 

The second case was that of a white 
woman of 37 with a uterus enlarged to 


tile size of a ten week’s pregnancy, ir¬ 
regularly enlarged by multiple nodules 
vaiying in size from a piigeon’s egg to a 
hen’s egg. The uterus was freely mov¬ 
able and not tender. At operation, mul¬ 
tiple intramural tibromyomata in the 
anterior wall of the uterus were removed 
by shelling them out from the distinct 
capsules. The pathologic diagnosis was 
“myosarcoma.” 

U-mVi'cti xMlritiik 'KwA.vrctvA, ’nvft xt- 
fused. Five jmars later, though having 
no subjective complaints, her uterus 
having increased in size during the pre¬ 
ceding three months, she submitted to a 
panly'sterectomy. The pathologic diag¬ 
nosis was multiple fibromyomas and 
adenomj'osis with no evidence of sar¬ 
coma. In a personal communication to 
one of us Goldherger advised that “sar¬ 
coma” (tile quotes are ours) was found 
in only one of the fibromyomata removed 
at the initial operation. No detailed 
description of the “sarcoma” was ob¬ 
tained in the original paper or in his 
personal communication. Tims, it is dif¬ 
ficult to ascertain therefrom whether the 
pathologist found a “pure” sarcoma or 
an isolated area or several areas of 
“sarcomatous degeneration” in the single 
fibrorayomatous nodule removed at the 
initial operation. 

In both of tliese cases, one nine years 
and the other five years after the diag¬ 
nosis of sarcoma was originally made, 
secondary laparotomy failed to reveal 
any further evidence of sarcoma. The 
literature contains many cases reported 
in such manner. The effect upon ac¬ 
tivate stetiatiivs, ■s'ewHvs ■stil-'ii'ri'imit rmfi 
leads us once more to urge that it is not 
justifiable to consider isolated suspi¬ 
cious areas as evidence of sarcomatous 
transformation. 

A special difficulty arises from the fact 
that young, fast-growing, cellular myo¬ 
mas of medullary, white, or greyisli- 
white appi 
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oval and spindle-shaped cells. The de¬ 
ciding factor is the nniforinity in shape 
and size of the cells and their nuclei in 
contradistinction to the marked poly¬ 
morphism of cells and nuclei in spindle 
celled sarcomas, and those myomas 
undergoing- sarcomatous degeneration. 
In cellular myomas abundant hyaline 
connective tissue is often seen. During 
pregnancy the cells of a myoma, if the 
latter enlarges, may become as large as 
those of the pregnant uterus. In dif- 
fei-entiating between a quickly grov-ing 
Jiiyoma, the common “pure” spindle cell 
sarcoma and sarcomatous degeneration 
of a tibromyoma, it must l)e recalled that 
tlie cells of the latter are smaller and 
poorer in protoplasm. U]! to 1928, 
Ewing' had encountered but three malig¬ 
nant uterine myomas with general metas- 
tasos and two with local recurrence in 
'0 years. lie concluded that “malignant 
legeneration of myoma must be rare.” 
Malignant myomas i)roduce metastases 
by way of the blood channels and possibly 
through the lyini)h channels. According 
to their growth they are, therefore, bio- 
loi/iroUij malignant. lH-iiDloplcalhi they 
are typical myomas distinguislied from 
sarcomatous myoma (or sarcomatous de- 
gtmeration of myoma) in that their 
muscle cells are more highly developed 
(as previously stated) and are more 
highly uniform. 

When myomatous ti>sue continues to 
grow, it gives ri>e, according to Kauf¬ 
man,'not to "normar’ smooth muscle cells 
but to sarcoma cells. The spindli* sliapeof 
these newly formed '•areoma cells devi¬ 
ates more and more from the shape of 
!!m>c!e cel!>. Their mu-h-i licronii' '•liortei- 
and thicker. ovo'hI. pol\luorjihou--, and 
sometime- giant mn-lei .are -een. Kre- 
'lUeiitlv. the-e are h\pe!-ehl omal ie and 
direet alid indifeer mieh-ar divi 

- o;. - 1 !; > ■ e i ■! K . 1 1 I - ' ! 11 W d ed e! M - (• 1 \ With 

'c-;.. •i.-.ui'. m?.-!'* it i.a! -III.-tail..atid 


are short and plump. Eventually, the 
sarcoma cells lose all similarity to muscle 
cells. Since sarcoma cells are thus the 
“lawless” outgrowth of muscle cells, the 
])rocess is not metaplasia but degenera¬ 
tion. Other terms occasionally employed 
to describe sarcomatous degeneration of 
a tibromyoma are “sarcomatous myoma,” 
“myosarcoma” and, rarely, “myomatoid 
sarcoma.” The first two terms have a 
reasonable pathologic basis. “Myoma¬ 
toid sarcoma,” on the other hand, is 
incorrect, inasmuch as it infers that the 
tumor is a sarcoma which either is or 
tends to becojne a myoma. 

FOKMS OF SAKCOMATOUS DEGEXERATIOX 

Of the two forms of sarcomatous de¬ 
generation, that one arising from the 
myomatous com])o}ients of a tibromyoma 
or from a “pure” myoma is more fre¬ 
quent than that arising from the fibrous 
com})onent. A sarcoma arising from the 
fibrous component may properly be 
termed a myosarcoma or even a fibro- 
myosarcoma. Generally, these are spin¬ 
dle or round cell tumors or myosarcomas. 

It follows that the most frequent site 
.should be the uterine wall. Goldbergor 
stales that 7 per cent arc submucous and 
about 1.6 i)er cent subserous. He further 
states that about 1.3 per cent of all 
uterine tumors are sarcomatous, with 
corpus sarcoma ))eing al)out eight times 
as common as cervical, and carcinoma 
atmut twenty-eight times as fre(pient as 
sarcoma. 

Sarcoma usually is encountered in 
women in the age of the inenoi)ause, al¬ 
though it may he presmit at any age. 
Simon" reported a case of multi])le fihro- 
myomata of tin* uterus in a .o0-ye;ir-old 
<-<ili»riMi female of apparently 18 year.s 
diiiatioii in which assoeiat('d leiomyo- 
myxo-areoma <if the uterus with pen- 
ton<-;d -a rCOma t o- i s wei'e jissociated. 

in reporting two cases of sinuil- 
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I'i::. ]. Citsr ]. f'oction nf iifcnis slinwinj; tliickencd filirotir uterine unll ^vifll intrnniiirnl nodules under Jiigli- 

power niagnific.'ition. 


fnrllicr opci'jifion of n coiiijilotc paii- 
liyst(>i-o(‘foiiiy int'hidinir tlio removal of 
Ihe adnexae. 

X-I!AY THKIIAI'V 

d’liere seems to l)e some conflict as to 
whether x-ray therapy is of vtdue. Kauf¬ 
man. quotimr Seitz and Wintz. states 
that "sarcomas react to the x-rays quite 
differently frem tihromyoimis. Wliih* the 
latlec rc'trress very slowly, jjossihly he- 
'•au'-'* of cessation of ov.arian a<‘tivity, 
-areoma-^ arc 'juickly and directly af- 
fiM'tril .atid ili-appe.ar in a few Wfi-ks. 
I’c.rtiiiHy 'Urciimat'Ui< lihro’uyumatas 
'liriak mere >!ii\vly.‘' Smitii’’ oi! tlm 

• •'i.'-’.’ is;.::'!. r''|i<i!'t!!i‘j eii ••a''-' trfat'si 

tk- M.-amrial Hu-|,ita! iit X.-w V„rk 
ic.'i'lai"it ;aa-t h" a>^;jm‘-d 

K "I *!:•• :.<»? '••'li'-i- 


parative sense. Possibly with further 
development or with variation of the 
sevei’al therajn* factors, such as use of 
the million-volt machine, a more o])ti- 
misfic estimation may i-ejdaee the ])res- 
ent pessimism as to the futility ot 
irradiation thera])y for stircoma of the 
uterus.” 

It is our impression that Smith is re¬ 
ferring: to that type of sarcoma which 
invades either wall or the endometrium 
of the uterus and not. as we have already 
repeatedly pointed out to those “areas 
of deireneration” of “sarcoma”' found at 
the <-f'nter of fihromyomas a]»pearin,i^ 
irro^sly heniirn at the ejjeratinir tabic 
and I'iqiorted to be “sarcoma" only .'liter 
••ar<-ful microscopic examination. 

I>e[,ort.' of two of our eases treated 
'Ui'-giealiy follow. 
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CASE EEPORT 

C(vic 1. Wliite female, aged 56, was admitted 
to the hospital on Nov. 10,1936. The patient’s 
history revealed that in the early part of 
Feb., *1936, she had a D and C done in order 
to stop irregular uterine bleeding. At that 
time a diagnosis of fibroid uterus was made. 

Bleeding stopped within the next three 
days and she remained well up to Oct., 1936, 
when she was suddenly seized with severe 
cramps in the lower abdomen, and vaginal 
bleeding started again. Examination revealed 
some tenderness and slight rigidity in the 
lower abdomen. Pressure-released tenderness 
was not present in the lower abdomen. Vag¬ 
inal examination revealed the cervix in the 
normal axis rather hard and closed. The 
uterus was moderately movable, enlarged to 
the size of a three-month pregnancy. There 
was a mass present on the fundus. 

Urine examination was negative, white 


blood count was 16,300, polymorphomiclears 
84 per cent, lymphocytes 12 per cent, mono¬ 
cytes 4 per cent, hemoglobin 73 per cent, and 
the red blood cell count was 3,600,000. 

A preoperative diagnosis of degenerated 
fibroid of the uterus was made. A laparotomy 
was performed under spinal anesthesia. Tliere 
were several small subserous fibroids at the 
fundus. Both tubes and ovaries showed evi- 
dence of a chronic inflammation. A total 
hysterectomy and bilateral salpingo-oiiphorec- 
tomy was performed. 

The patient made an uneventful recovery 
and was discharged eighteen days after the 
operation. 

The removed uterus was about the size of a 
large grapefruit, of irregular shape, with a 
small enlargement of the left side of the 
fundu.s. Section made through the entire 
uterus showed a thickened fibrotic uterine 
wall with intramural nodules. 

One nodule protruded into the thickened 
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globulfir, somewhat irregular in shape. Upon 
cutting the specimen in half, a single globular 
inU'amviral Uunov was found. The main por¬ 
tion of the tumor was ver.v soft, edematous, 
contained many small, irregular cj’stic cavi- 
ties. The color was deep yellow, showing 
extensive degeneration. 

Hiistologic examination revealed a tumor 
similar in architecture to an ordinaiy fibro- 
myoina, yet of enormous cellnlaritj’. The 
nuclei of these cells were densely packed, their 
size and. shape very irregular. Their chromnn- 
tine content was increased. Mytosis were 
present. 

Pathologic diagnosis: Sarcoinatons degen¬ 
eration of hhromyoma. 

The treatment in both cases consisted 
of a ])anliystevectoiny with ■wide excision 
and simultaneous removal of both ap¬ 
pendages. This ^Yas followed by deep 
x-ray therapy. 

Both patients, opej’atcd on more tlian 
live years ago, are alive and well. 


We believe surgery is the main and 
the only inetliod of treatment. It is tre¬ 
mendously important to open up every 
uterus and examine the ondometrinm 
and all myomas as soon as removed. If 
suspicions areas are seen, they should 
1)0 examined immediately by frozen sec¬ 
tion. If a diagnosis of sarcoma is made, 
tubes and ovaries can then he removed 
immediately without delay. 

SUJIHARY 

1. If all parts of the tumor are ex¬ 
amined, the incidence of sarcomatous de¬ 
generation -will be greater tJian if only 
suspicious areas are examined. 

2. Ordinary myomas vary in structure 
in diticrent portions and probably in 
dificrent periods, these suspicions areas 
arc not always i)rogressivo and there 
may be a temporary local acceleration 
of growth Avhich may either subside or 
regress. 
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3. From accurate statistics it seems 
sclf-ovideiit that one is not justified iu 
considering' isolated susjhcious areas as 
evidence of sarcomatous degeneration. 

4. Groat care sliould be taken in dif¬ 
ferentiating between a filirosarcoma and 
adenomyosis. 

5. Or merely finding a small area of 
“sarcoma” in one nodule of a uterus con¬ 
taining a number of otherwise “pure” 
libromyomata should not justify the 
classification as one of sarcoma. 

fi. The diagnostic curot offers little 
assistance in diagnosis of malignant .sar¬ 
comatous degeneration of an apparently 
benign fibroma. Any ceiwical polyp 
should bo carefully examined by a com¬ 
petent pathologist as to its nature. 

7. Tf in a woman past the childbear¬ 
ing ]ieriod, who is undergoing operation 
for fibi'omyoma, a grossly suspicious 

-..iiroa is seen, we believe a panhysterec- 
omy including the adnexae should be 
erformcd. 

8. Tn a young woman of childbearing 
■ age, and desirous of having at least one 

cliild, a ])athologic report of sarcomatous 
degeneration in one of the fibromyomas 
enucleated during the course of a con¬ 
servative operation should not lead to 
the recommendation of an immediate, 
complete panhystereetomy including the 
removal of the adnexae. 

9. Sarcoma of the uterus is not sensi¬ 
tive to radium or to x-ray in a compara¬ 
tive sense. Possibly with further de¬ 
velopment or with variation of the 
several therapy factors, a more opti¬ 
mistic estimation may replace the 
])rosent ])essimism as to the utility of 
irradiation therapy for sarcoma of the 
uterus. 

Peep x-ray therajiy should follow 
operation in all cases. 
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SUMAETO 

En una serie de 153 operaciones para 
las fibroniiomatas uteri, el autor encon- 
ti'6 con dos casos de degeneracion sar- 
coinatosa, esto es im incideucia de 1.3 
por ciento. Estos dos casos sou aqui 
discutidos con especial referencia al 
diagnostico diferencial y el tratamiento 
de la degenei-ncion sarcomatosa, con las 
conclusiones siguientes: 

(1) Examen de todas partes del tu¬ 
mor y no solamente de porciones sospe- 
chosas, dara nl reeonocimionto de mayor 
incideucia de degeneracion sarcomatosa. 

(2) Miomas commies varian en su 
estructnra, con signos de aceleracion 
local. 

(3) Ai'oas sospechadas, no deben ser 
consideradas como prueba de degenera¬ 
cion sai'comatosa, 

(4) Gran cuidado es necesario en 
diferenciar fibrosarcoma y adenomiosis. 

(5) Pequena area de sarcoma entre 
“])U!'a” fibromata no justifica la clasifica- 
cioii de sarcoma. 

(fi) Un raspado diagnostico tiene 
poca utilidad. 

(7) La panhisterectonn'a se roco- 
mieuda para fibromioma con areas sos- 
peehosas en miijores quo ban pasado el 
periodo do generacion. 

(8) En mujeras aim en condieion de 
('()ucel)ir, en casos de filiromioma, la 
histei'ectomfa conqileta, iiieluyendo las 
anexas, no deben hacerse. 

'Tlin .nutliora fri'olofiilly acknnivledgc the v.iluable 
assistnnee of T)r. Morri.s Weintr.nub in compiling n 
grmit part of tlip iiibiiography. 
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(9) Sarcoma del ufero no cs radio- 
sensitiva. Los rayos-x, con penetracion 
profunda, debeii emplearse despues de 
operacion en todos los casos de dege- 
neracidii sarcoinatosa de fibroma. 

RESUME 

Dans line serie do 158 operations pour 
fibroinyoines uferins les auteurs ne ren- 
contrent quo deux cas de degcnerescence 
sarcomateuse, une ineidenco de 1.3 pour 
cent. Ces deux cas sont analyses et le 
diagnostic differentiel ainsi que le traitC' 
inent de la degenerosccnce sont diseutes. 
Les conclusions suivantcs sont permises: 

(1) Un examen de di:ffcrentcs sections de 
la tnineur revelera unc plus grande fre¬ 
quence do d6g6n6rcscence sarcomateuse. 

(2) Tons les myomes ordinairos ne 
prcsGutent pas la memo structure ct il 
pent avoir dcs accelerations toinporaires 
de devcloppement dans certainos aires. 

(3) Dcs sections isolces suspcctes nc 
doivent pas Otre consideres comme sar- 
coinateuses. (4) II faiit ditferentier entre 
fibro-sarcome ot adenomyosc. (5) Une 
petite section de sarcouic dans un fibrome 
typique ne justifie pas le diagnostic dc 
sarcome. (6) Le curettage diagnostique 
a pen de valeur. (7) On pratiquera la 
panbystorectomie dans les cas suspects 
cliGz les femmes ayant passe la meno¬ 
pause. (8) Le sarcome de Vutenis n^est 
pas radio-sentitif. (9) La x-ray thcrapie 
profonde postoperatoirc sera pratiquee 


dans tons les cas de degeneresconce sar- 
comateuse de fibromes uterins. 

B ccpnii 153 onepanirfx no noBo^y <^ii5po- 
MH araTKii aniop obiiapyaai.’t 2 ciyuaa cap- 
KosiaTosiiori ^lerenepannii, t. e. 1,3%. 

3th 2 c.iynaH ACMOiiCTpjipyiOT, u asTop ^aer 
oiepr; ;^^I^>f|JepeII^Ha.^trroi^ AuariiocTirKic n 
i;aca€TC5i .icneiniH capKOMaToaiiort ;iereHepa“ 
Uiin. Aexop npjixo;iHT k c.ieayioimiM ttu- 
1) TuiaTe-iBHoe iicc.ie;ioBainie paa- 
iiwx yiacTKOB onyxojn, a He ncc-icAOcanne 
TOJibKo no^oapnTe.TLiiux o'laroB .^^acT 
uij’JO iJO3Mo:f;{i0CTL pacrtoairati. 6o-Tr.niee 
Ko;in»iccTco ciy'iaen capi:0MaT03H0fj /^ereiie- 
paunn; 2) OCw'iHafl Mirona sfarKii aaer 
pa3HOo5pa3iiyK) riiCTO.Torit'iecKyK) KapTiiriy. 
Miiosta MO'.u'eT .’^acaTj. cpeMciuioe mccthoc 
ycKopeinie ccoero pocia; 3) Ilao.iHponan- 
jiwe noA03pnTe;ii»jrwe o(5jacTii ao-ukhu 0c.it& 
paccJtaTpnDaeMLr, icai: npoacaeirne capi:o- 
MaxosHon ,icreHe2>aniin; 4) Xeodxo.inaio 
y^tC-iiTTL (jo.fi.me uirniratrior Aii$<I'epeiiqH- 
poBKe ^HOpocapKOMi.i H aAcnoMHosnea; 5) 

HedoaLmoil capKOMaT03Hi.ifi o^iar d ‘^4ncT0fi 
«l»opMe” fljiiCpoMi.! xiaTKn aQaaxca eui,e no- 
BOAOJf A-ia oTiiecefiiia axoft iratKit ic cap- 
KoifaxosHofl; f>) ^ufirnocrn^ecKoe aucKaC- 
.^iiBaiiiie lie iipeAcraiiaaeT i:.7;iirH4eci:ofi 
uennocTit; 7) yAa.ieiine MaTKii peKOMcit- 
Ayercji :rcentn;HHU, iraxoAau(eilca n nocae- 
poAOBOxr ncpitOAc it y KoxopoH odnapyJKeiiM 
noAoapnTe.ii.jiue capiroMaxoanue y'lacTKu, 
S) He c-TCAyeT nintOeraxa i: no.tHon nauxii- 
crepcKTO-MHit c yaa.xefrneM npiiaarKOB y a:cn- 
lunnu B noc.iepOAOBOsr nepno.ie; .0) Capico- 
Ma MaxKii lie yyBcrunTe.TLrra i: paano.Ty’faJt. 
r.iy(joKaa xepanixa x-.iyxairn AO-iiKira npo- 
BOAnTBCH CO Bccx cayHaiix capKOMaxosnoro 
nepepo;KA€itna «liHCpoMw. 
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Apreckciones sobre k Pelvis de k Mujer Oaxaquena* 

(Considerations on the Pelvis of Women from Oaxaca) 

MAiNUEL CANSECO LANDERO, M.D. 

OAXACA. MEXICO 


SUMMARY 

The author has measured 3,464 
pelves of Avomen from the stale of 
Oaxaca, and has calculated the av¬ 
erages of each diameter. He has 
found lower tig'ures than those 
given by the French. The pelves of 
the Oaxaca women are abnormal 
and of the flat and uniformly con¬ 
tracted type. The diameters for 
comparison are as follows: 


Oaxaca; Anteroposterior .17 

France: Anteroposterior .20 

Oaxaca; Bi-spinous .22 

France; Bi-spinous .24 

Oaxaca: Bi-erestal .27 

France; Bi-crestal .28 

Oaxaca: Bi-troehanteric .30 

France; Bi-trochanteric .32 


E S PRINCIPIO fundamental en pel- 
Aumetria que para estimar las di- 
mensiones de los diametros exter- 
nos debe tenerse en cuenta, adeimis de 
la longitud de estos diametros, la pro- 
lAoreion que oxiste entre ellos y se ha 
aceptado entre nosotros el promedio 
indicado por los autores, especialmente 
los franceses, que nos dan las cifras de 
20, 24, 28 y 32 eomo normales y hacen 
la salvedad que ])uede cousiderarse una 


*■ Presented at the Third International Assembly of 
the Intcrn.ational College of Surgeons held in Mexico 
City, August, 1041. 


diferencia de dos centunetros en cada 
uno de ellos, sin que esta circunstancia 
quiera decir dicha pehds no es normal. 

Sobre esta base se estiman las dinien- 
siones y proporciones de todas las 
mujeres embarazadas y se catalogaii 
como normales las pelvis que guardan 
dichas dimensiones y proporciones. 

Desde mis ahos de estudiante, en que 
senti Amrdadera aficion por el estudio de 
la Obstetricia, observaba con mucha fre- 
cueucia que las cifras indicadas en el 
texto no coincidian con las recogidas al 
efectuar las pelvinietrias en la Clinica; 
por otra parte observe multitud.de oca- 
siones que a pesar de esta circunstancia 
los partos eran fisiologicos o por lo 
menos, si habia distocia, no era conse- 
cutiva preeisamente a la desproporcion 
de la pelvis. 

Despues al hacerme cargo de la cate- 
dra de Obstetricia en el Instituto de 
Ciencias del Estado, hace once anos, en 
el Centro de Higiene Infantil de los 
Seiwicios Sanitarios, en la Casa de Ma- 
ternidad del Gobierno del Estado y en 
el ejercicio profesional, procure ir ha- 
ciendo la observacion cuidadosa de las 
pehds de todas las enfermas que estaban 
a mi alcance y forme una pequena esta- 
dlstiea que a la fecha comprende 3,464 
casos sobre los euales eonsidero que ya 
pueden sacarse algunas conclusiones. 

Las pehdmetnas que he recogido ban 
side tomadas en mujeres entre los 18 y 
los 40 ahos, la mayoida multiparas y 
todas gestantes. 
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PELVIS OF irOMEE FFOM OAXACA 


de niiestra iielvis en comj)araci6n con la 
enropea. 

Tenieiido a la vista las cifras obteni- 
das por las pelvimetrias qiie he efectiia- 
do, he podido ohservar qiie los partos se 
verifican a diario con toda normalidad y 
imnca he observado distocia jielvica en 
mnjeres que presente las dimensiones de 
17 , 22 , 27 , y 30 centmietros en sns res- 
pectivos diametros. 

Siempre he considerado de capital 
importancia para el estndio de la Obs- 
tetricia, forinar estadistieas amplias y 
completas que nos autoricen en defini- 
tiva a establecer las caracteristicas pel- 
vicas de nuestra raza, pues erronea- 
mente se ha venido enseiiando en las 
Escuelas de Medicina del Pais que la 
base inetriea normal es la euroiiea y lle- 
gando al terreno practice, puede verse 
que difiere considerablemente de la 
nuestra, 

s Ojala que esta inodesta contribucion 
sirva para iniciar en todos los centros 
obstetrieos de la Eepiiblica, la forma- 
cion de una estadistica completa de la 
pelvis mexicana, estudio que seria de 
inucho interes para el ejercicio diario de 
la profesion y que sentaria ante el mun- 
do medico el concepto de que estamos 
esforzandonos por fundamentar cienti- 
ficamente la medicina mexicana. 

SUIIAKIO 

El autor ha medido 3,464 pelvis de 
mujeres de Oaxaca, y sacado los prome- 
dios de cada imo de los diametros. 

Ha encontrado que las cifras son mas 
bajas que las europeas hasta el punto 
de entrar, seguu los autores europeos, 
en la categoria de anormales, de tipo 
lhana y imiformemente estrechada. 

Los diametros son, en comparacion 
con los que da la Escuela Francesa: 

Oaxaca: Ant.-Post.. .17: Bi-espin... .22 
Francia: Ant.-Post.. .20: Bi-espin.. .24 

Oaxaca: Bicresta. .. .27: Bitroc.30 

Francia: Bicresta... .28: Bitroc.32 


A pesar de esta disminucion, el parto 
se verifica sin distocia de origen pehdeo. 
No puede, pues, hablarse de Anormali- 
dad sino de tipo Etnico. 

RESUME 

L’auteur a mesure 3,464 peHes de 
femmes de la jjrovince de Oaxaca, et 
calcule les moj'ennes de chaque diaine- 
tre. 

II a trouve des chiffres inferieiires a 
celles doimees i^ar les auteurs frangai's, 
jusqu’au iDoint d’entrer, selon la classi¬ 
fication frangaise, dans la categorie 
d’anoianaux, du tyjDe plat uniform&nent 
retreci. 

Les diametres sont, en comparaisoii 
avec les chiffres donnees par I’Ecole 
Frangaise: 

Oaxaca: A-p 17; Bi-epin. 22; Bi-crete 27; 
Bitroch. 30. 

France: A-p 20; Bi-epin. 24; Bi-erete 
28; Bitroch. 32. 

CeiDendant, 1’accouchement se fait 
sans dystocie d’origine pelvienne. On ne 
Ijeut done pas parler d’anormalite, mais 
de Tjqje Etlmique. 

Anrop iijjone.’i ns.Mepeniie ^icencKoro xasa 
I! 3464 c.ayaaax, u iiiTaxe OiccaKa n nuBe.x 
epeamie nn(I)pM KaJIv'^o^o giiavexpa. 

On iiame.i uo.iee iiiisiciie nii(J)pi>i, ae.M xe, 
KOTopi.ie npiinoAaxca <D)peiiaeJr (French). 

Taa aceHmiiiiM niTaxa Oiccaica OTCxynaer 
ox nop.Mi.i, ox npiin.x]ocn 3 ''Toro ir e;^IIH00^3- 
paaiio cyaceinioro xiina. 

A-xa cpaiiiieiniJi npiiBo;i;aTCH cjieflyiontn^ 


.UiaMexpLi ; 

Orccaica: 

nepe.u’eaaAniul . 

...17 

Opairnna 

<< 

...20 

OKcarca: 

Oncniina.xiniMn . 

...22 

(I>pa/{nn;f 

t< 

...24 

Oiccaica: 

MeacrpeOeiuKOBLifi . 

.. .27 
...28 

Opaiiniia 

(( 

Oiccaica: 

Me:icTpoxairTepiia.7i>iii>ifi. 

.. .30 

Opaiiuiiji 

t 

...32 














Tecnica Simplificada para la Dacriocistorrinostomia* 

(Simplified Technic for Dacriocystorrinostomy) 

A. TORRES ESTRADA, M.D., F.I.C.S. 

MEXICO, D r 


SUMMARY 

The author considers the treat¬ 
ment par excellence for dacryocysti¬ 
tis to he the external operation of 
dacrj’ocystorrliinostoniy. This oper¬ 
ation has not come into general 
favor due to the difficulties en¬ 
countered in closing the incision ac¬ 
curately by means of the mueomu- 
cosal suture. The suture resorted to 
via the endonasal route, combined 
with an oxtenial approach, is prac¬ 
tical, relatively secure, and gives 
good results. 


S IN duda uno de los padocimientos 
oenlares mas molestos es la dacrio- 
cistitis, por la epifora coustante quo 
nubia la vision precisamento cuando el 
paciente dirige la mirada haoia adelante 
y abajo para ejecutar algiin trabajo ma¬ 
nual, la escritura, la leetura, etc. El feno- 
raeno es debido al prisma de liigriinas 
que se forma entre el parpado inferior y 
el globo ocular, y que llega a iuterpouerse 
parcialmeiite eu el campo pupilar. Esta 
nublazon desespera al eiifermo y lo im- 
posibilita para ejecutar trabajos deliea- 
dos. Por otra parte, el foco soptico coii- 
stituido por el saco lagrimal infectado no 
solo constituve una araenaza para la in- 

* Presented at tbc Third International Assembly of 
the International College of Surgeons, hold in Mexico 
City, August, 1941. 


tegridad del ojo, qne puede enferniarse 
y aiiii perderse, sino que, el oontinuo 
coiitacto de las manos del pacieufe con 
la seerecion purulenta del saco lo in- 
capaeita para aquellos trabajos que re- 
quieren manos limpias (medicina, en- 
fennena, preparacion y venta de comes¬ 
tibles, etc.). 

Como se ve la dacriooistitis, a pesar 
de no ser en si un padecimiento grave, 
por no nfeotar directamente al globo 
ocular, sino a uno de sus anexos, es de 
gran importancia y tiene una traseen- 
denoia social digna de ateneion, cireun- 
sfancias que liabitualmente no se le 
reconocen. 

De lo anterior se desprencle la necesi- 
dad de emplear para el tratamiento de 
este padecimiento un metodo oapaz de 
snprimir esta invalidoz relativa del 
paciente, eliminando al mismo tiempo 
la epifora y el estado septico del saco 
lagrimal. 

Bsto solo es posible conseguiiio de 
dos maneras: Restableciendo la pennea- 
bilidad de las vias lagriinales obstruidas, 
0 creando una comunicacion artificial 
entre el saco lagrimal y la cavidad nasal. 

En consecuencia todo tratamiento de 
las dacriocistitis que no se ajuste a estas 
dos condiciones resultara incompleto }■ 
defectuoso. 

De acuerdo con estas indicaciones 
logieas se lia trntndo de restiihlecer la 
permeabilidad ’ rias 1 •ulos'”^ 
medio del c*- pr , ' 
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DAClilOCYSTOimiSOSTOMY 


cle nna caniila dejacla a permaneiicia en 
el canal nasal, y por la clilatacion f orzada 
de las vias excretoras por medio de 
sondas gruesas. El cateterismo de las 
vias lagrimales empleado por Bowman 
el aiio de 1850 con el objeto antes indi- 
cado es el imico de estos metodos antignos 
que ha podido llegar hasta nuestros dias 
como im recnrso util. Desgraciadamente 
sus indicaciones estan limitadas casi de 
una manera exclusiva a los casos de 
estenosis o de obstrucciones recientes y a 
las dacriocistitis del lactante por ob^truc- 
cion congenita de dichas vias. Es imprac¬ 
ticable en los casos de obstrueeion an- 
tigua, y tienen como inconvenientes, ser 
mi tratamiento muy doloroso, muy 
prolongado y de resnltados muy incon- 
stantes. Por este motive en mi praetica 
liospitalaria y en la elientela particular 
limito el cateterismo a 6 u 8 sesiones, y 
jiizgo que es imitil continual' el trata¬ 
miento por mas tiempo si para entonces 
no se lia restablecido el paso normal de 
las lagrimas. Por otra parte, el catete- 
rismo oeasiona a veces desgarros del 
punto lagrimal, estenosis y obstrucciones 
de los eanaliculos como eonsecuencia 
de una falsa via, cuyos inconvenientes 
constituyen una difieultad seria para em- 
lilear posteriormente un tratamiento mas 
efieaz. 

Los inconvenientes del cateterismo y 
sus fracasos frecuentes liicieron idear la 
manera de crear una comnnicaeion entre 
el saco lagrimal y la eavidad nasal lo 
eual se ha logrado en la actualidad 
mediante la dacriocistorrinostomia. Creo 
que debe asentarse como im criterio ya 
liien definido (jue se de])e practical' esta 
operacioii ciiando el eateteri.smo sea im¬ 
practicable, o si despiK\s de haberlo prac- 
ticado la (‘pibira eontiniia o reaparece. 
l.a interveiieion resulta menos molesta 
para el pacieiite (pie im cateterismo y 
jjnqKU'ciona resnltados muy coiistantes 
y altamcute satisfactorios. 


Los metodos destructores del saco la¬ 
grimal para el tratamiento de las dacrio- 
eistitis eran conocidos desde las epocas 
mas antiguas de la Medicina. En efecto 
desde Galeno y Celso, hasta la inveiicioii 
del cateterismo de las vias lagrimales, el 
tratamiento habia consistido en la des- 
truccion del saco por cl cauterio o los 
agentes quimicos. No fue sino en epoca 
relativamente recieiite o sea el aiio de 
1858 en que Berlin did a conocef la 
extirpacion del saco lagrimal ciij'o 
metodo operatorio hasta la fecha es em¬ 
pleado por la mayor parte de los cini- 
janos oculistas. 

Siendo la extirpacion del saco ima 
operacion tan universalmente aceptada, 
creo indispensable detenerme un poco 
para juzgar de sus ventajas e incon¬ 
venientes. 

La ventaja principal de la extirpacion 
del saco, consiste en la eliminacion 
del foco septico, lo cual le podria dar la 
preferencia en aquellos casos en que 
posteriormente se tuviere que practical' 
una operacion en el globo ocular. 

A cambio de esta ventaja capital tiene 
varies inconvenientes. 

A. Es una operacion mutilante e im- 
posibilita al organo de excrecion -lagri¬ 
mal para un tratamiento posterior mas 
completo y racional. 

B. Es antifisiologica y deja el sintoma 
mas molesto para el enfermo, que es la 
epifora. 

C. No es verdad cpie la epifora tienda a 
disminuir con el tiempo, como es la creen- 
cia generahnente aceptada. De todas 
maneras aunque disminuya todavia re¬ 
sulta ser tan molesta para el paciente 
como antes de haber sido pi’actieada la 
opei'acion, 

D. Es frecuente que la operacion se 
liaga incompleta lo que da por resultado 
(pie el paciente continue con la epifora 
y !a bhmorrea del saco lagrimal. 



nACRIOCISTOKKINOSTOlUA 

Los pi'imeros inlcntos dignos de to- 
inarse eii cueiita, para liaeer raia co- 
iimnicacion entrc el saco lagrinial y la 
nariz, remontnn a principios del siglo 
XITII con 1X0011101186, qnien obtnvo al- 
gunos oxitos transitorios dejando a per- 
manencia nna cannla de oro qne atra- 
vcsalia el anelio esposor de la pared nasal. 
Po.steriorniente la eamila se eliminalia y 
la comnnicacidn se obstrula. Despnes, 
liasta el afio de 1914 Toll seiiala mieva- 
mente la posibilidad de liacer diclia eo- 
inunicacidn praetieando nna amplia Ire- 
panacion de las paredes de la caiidad 
nasal. Por' osa niisnia epoea algunos 
rinologos eomo Cahvell, Passoiv y otros 
mas idearon establecer dielia comnniea- 
cion por via endonasal y sns trabajos 
fueron los preeursores de los metodos de 
West, Polyack, Tanbanor y otros mas, 
qne en I’a actnalidad so praotiean. Final- 
inonte Olun el ano do 1914 y mas tardc 
Dnpuy Dntenips. resolvieron satisfac- 
toviamente el probloma de obtenev nna 
coinnnieaoion porfecta y con resultados 
definitivos, inediante la sutuva de la 
nuicosa del sneo con la de la cavidad 
nasal. 

Los metodos de daeriocistorrinostomla 
interna, o endonasal reposan en la posi¬ 
bilidad de establecer una comunicacion 
outre la parte mas inferior del saco lagri,- 
inal y las primeras porciones del canal 
nasal, por ser el pnnto mas cereano de 
estas vlas con la cavidad nasal, detalle 
qne pnede apreciarse elaramente en la 
Fignra 1 qne corresponde a un eorte 
horizontal iiracticado inmediatamcnte 
abajo de la comnnicacion del saco lagri- 
mal con el canal nasal. No es posible 
practical' sntnras entre el colgajo de 
mncosa nasal y las paredes del saco, lo 
dial da a la dacriocistorrinostomia in 
terna nna grand inferioridad con rela- 
cion a la dacriocistorrinostomia externa. 
Por otra parte, en la practica no es 


sieinpre posililo eneontrar nna pared 
osea bastante delgada qne pennita el 
facil abocamiento de las caiddades. Bn 
eambio, es do tener en cnenta qne las 
vias lagrimales estan praeticamente in- 
clnidas en el etmoides anterior y demas 
Imesos que forman la pared nasal ex¬ 
terna y qne las dacriooistitis son la con- 
secuencia de osteitis y demas inflania- 
eiones de esta pared. IJna comunicacion 
mas 0 menos peqnena enti'e el saco y la 
nariz sin sntnras mncomncosas a traves 
de la pared Imesosa mas o menos en- 
ferma predispone a un fracaso ulterior; 
y de liecbo la dacriocistorrinostomia 
interna no iiroporeiona los resultados 
brillantes qne la dacriocistorrinostomia 
externa. 

Es de llamar la atencion qne liaya 
sido preciso al transcnrso de tantos ahos 
y de inmnnerables intentos, segiiidos de 
fracaso para eneontrar la solucidn del 
probloma on nna regia tan elemental do 
cirngia general como es la de practicar 



Fig. 1. Corte hoiizontnl immediatamente debajo 
commuiucaci6n sacrolagrimal eu canal ntisriJ. 

la sutnra entre las paredes de dos cayL 
dade.s entre las qne se ' ' establ, 

una anastomosis. T . 'i mn 1 
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llamar la atencion como esta operacion, 
sienclo ya iina realidad tangible en inanos 
de algunos cirujanos, todavia no liaya 
tenido la generalizacion que deberia 
teller y qiie ban tenido otros inetodos 
operatorios y terapenticos de resnltados 
relativamente menos seguros, como la 
diatennocoagnlacion en el despega- 
miento de la retina y el propio catete- 
rismo en las dacriocistitis. 

Las razones por las euales no se lia 
genevalizado la dacriocistorrinostomia 
no dependen de qiie esta operacion sea 
de resnltados inferiores a la extirpacion 
del saco lagrimal, ni porque esta opera- 
cion propoi’ciones resnltados bastante 
aceptables en la practica. La verdad es 
que el liecho de segiiir einpleando ima 
operacion mutilante recibe algunas eon- 
eesiones de quienes la praetican; pero 
seguramente la extirpacion del saco que 
ciienta aini con innnmerables partidarios 
acabara por ser abolida. 

Indndablemente qiie la principal razon 
por la cnal la dacriocistorrinostomia no 
se lia generalizado es lo dificil y labori- 
osa que resulta en relacion con la ex¬ 
tirpacion del saco: otra razon es los 
raalos resnltados que se obtienen cuando 
la operacion ha sido inal ejecntada. Es 
verdad que la dacriocistorrinostomia es 
una operacion dificil y esta dificnltad 
depende de varias eircnnstaneias. Una de 
ellas es el espesor de la pared osea que 
separa el saco lagrimal de la mucosa 
nasal, que es nada menos que todo el 
espesor del etmoides anterior, el cual en 
algunos paeientes puede alcanzar hasta 
tres eentimetros (Fig. 2). Otra dificnltad 
es la fragilidad de los colgajos de la 
)nueosa nasal que se desgarran con solo 
tomarlos eon una pinza, y que liace im- 
posible deslizarlos, estirarlos y cualquiera 
otra manipulacion neeesaria para px-ac- 
tiear una autoplastia. Por ultimo, la 
estrecliez del eampo operatorio limitado 
por paredes rigida.s como son las de la 
trepanacion lioeha en el liueso, la pro- 


fundidad a la que se va encontrar dieba 
mucosa; la vascularizacion de la region 
y la circunstancia de que unas euantas 
gotas hasten para inundar constante- 
mente de sangre el campo operatorio, lo 
que impide la visibilidad de algunas 
maniobras y hace que la intervencion se 
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Pig. 2. Miiestra p.nred osca entve-sacro lagrimal y 
mucosa nasal. 


alargue de un modo extraordinario. Sin 
embargo todas estas difioultades pneden 
ser dominadas con una buena prepara- 
cion del paciente, y en euanto a las de- 
rivadas de las condiciones anatomicas es 
posible vencerlas con mayor facilidad 
mediante una tecnica operatoria simplifi- 
cada. La tecnica que aliora tengo el honor 
de presentar a esta Honorable Asainblea 
es en mi concepto una tecnica facil, 
accesible a cualquier eirujano; y segura 
eon un poreentage de exitos no menor de 
un 95 por eiento. Su tiempo de ejecucion 
varia entre 25 y 30 minutes y las difieid- 
tades eventuales que se pudieran presen¬ 
tar se compensan grandemente eon las 
ventajas de la intervencion, 

l^ROCEMMIEXTO PEESOXAL 

Instriunental. — Como instrunientos 
generales uso los siguientes: bisturi fi- 
no, tiieras romas, curvas v finas, pinzas 


j. T07:i:i^s r.RTnAVA 



Fig. 3, Aguja larga de disefio especial con ojo y 
cur\atura liacia la punta. 


acodades para curaciones nasales, se- 
parador de lliiller, dilatador de pantos 
lagrimales, sonda Boaman Nam. 1, 
martillo, cuatro pinzas lieniostatieas fi- 
nas, agaja de satura mediana, portaga- 
jas, agaja de Eeverdin eliica y recta, an 
espejo de Klaar. Como espociales em- 
pleo: dos pinzas faertes para curaciones 
dentales, oincel fino recto, o acodado en 
balloneta pai'a mastoides, palanca pe- 
quena, fuerte y aeodada en angulo casi 
recto, agujas largas, inontadas en an 
mango, de disefio especial con ojo y 
enrvatura liaeia la punta (Fig. 3). 

Anestesia. — Anestesia local por in- 
filtracidn, eon ana sblucidn de novocaina 
adrenalina al 2 por cionto, o de per- 
caina al 2 por 1.000, complefandola por 


medio de an tapon de algodon impreg- 
nado en solucion de coeaina al 5 por 
cicnto con adrenalina, introducido en la 
parte alta de la nariz. 

Manual Operaiorio.—Incision cMsica, 
la misma que se usa para la extirpaeion 
del saco lagrimal y para la daoriocistorri- 
nostonn'a de Dnpuy Datemps (Fig. 4). 

Segunclo tiempo: Diseccion de la piel y 
partes Wandas—por medio de las tijeras 
romas Imsta descnbrir el tendon del 
orbicular de los parpados, despues apli- 
caeidn del sepnrador de Muller, Imeiendo 
en seguida la hemostasis y dejando 
claramente visibles la porcidn del liga- 
mcnto ancho de los parpados que se 
inserta al borde orbitario, el tendon del 
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Pigs. 6, 7 y 8. 3^ tiempo. 4° tienipo. 


orbicular y el borde cle la orbita (Fig. 5). 

Tercer tiempo: Seeeion del tendon y de 
la fascia, disecando cuidadosamente la 
]iared intei-na del saco, liasta dejar al 
descubierto toda la canaladura del unguis 
y la cresta lagrimal posterior (Fig. 6). 

Cuarto tiempo: Seeeion por medio del 
incel y el martillo de la porcion anterior 
de la pared, aplicando el filo del instru- 
niento dos o tres inilunetros por detras 
de la cresta lagrimal anterior y per¬ 
pendicular a la superficie del Imeso 
(Fig. 7). 

Bastan generalmente dos o tres golj)es 
de martillo para cpie se desprenda el 
borde de la cuna del Imeso perteneciente 
a la apofisis ascendente del maxilar su- 
IDerior, y que se insintia dentro del et- 
moides. Para extraer estas esquirlas y 
algunas otras loequenas que a veces se 
forman durante la seeeion, se haee uso 
de nna palanca acodada, pequeiia y 
fnerte, no habiendo encontrada otra 
inejor que un linqnador del sarro de los 
que usan los dentistas, cuya punta fina 
y a la vez eortante, sirve jDara enganeliar 
los fragiiieiitos y disecar las adherencias 
que jnidieran conservar con las partes 
blandas. So eontimia la trepanacion sobre 
la porcion eburnea de la pared por golpes 
finos d<d ciiicel ampliandola hasta tres o 


cuatro inilunetros por delante de la 
cresta lagrimal anterior. 

Extraidas las esquirlas de la porcion 
dura, se elimina por comjdeto el cincel y 
el martillo. En seguida eon la jiinza den¬ 
tal se arranean las delicadas trabeculas 
liuesosas que forman las paredes y 
tabiques de las celdillas etmoidales. La 
trepanacion terminada debe tener.inia 
forma oval, y sus dimenciones ban de ser 
dos centimetros de largo jjor uno y medio 
de audio. La mucosa nasal debe aparecer 
en el fondo de la trepanacion absoluta- 
mente intacta y tensa, como si se tratara 
de la tela restirada en un marco oval 
(Fig. 8). 

Qiiinto tiempo: Se retira el seiiarador 
de Muller y se introduce una sonda por 
el punto lagrimal inferior liasta la cayi- 
dad del saco; heclio lo cual se aplica 
nuevamente el separador de Jiliiller. 

De esta manera se tiene una refercncia 
segura jiara liacer la seeeion del saco, 
principalmente en aquellos cases en que 
es pequeiio o retraido, y ailn en aquellos 
casos en que una defectuosa extirpacion 
del organo ha regenerado un saco rucli- 
mentario, pero lo sufieiente para rorinar 
dos pequenos eolgajos suseeptililes cle 
suturarse a la mucosa nasal. En seguida 
se divide longitudinalmente el saco para 
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Figs. 9 y 10. 5® tSempo. 


lo oual se haee en sus pavedes y sobre la 
sonda, an ojal con la punta del cuclullo, 
y se contimla la secoidn por medio cstc, 
0 con iinas tijeras, liaciendo dos colgajos 
Guadrangnlares uno anterior mils corto, 
constituido por la pared anterior }■ cl 
tenddn del orbicnlar, y nno posterior, 
mds largo, qne eomprende la pared 
interna y posterior (Figs. 9 y 10). 

Sexto tiempo: Es el mds importante, 
0 sea la sntura, para lo cual se introduce 
por la nariz la aguja especial discfinda 
por mi, enhebrada eon un liilo de catgut 
00 y eomo de 20 eentiinetros de largo, la 
punta del instnunento debe niirar liacia 
atrds, y la convexidad debe gniarse por 
debajo del dorso de la nariz. 

Cuando la aguja ha llegado liasta la 
trepanaeion, lo que so eonoee en qne la 
imicosa se levanta con los niovimientos 
del instrnmento, es fdeil orientarla de 
nianern a qne la punta venga a salir 
atravesando la mucosa haoia la union 
del tercio medio con el inferior del eje 
mayor del ovalo de la trepanaeion, se 
toinn entonoes con una pinza fina el cabo 
del hilo que cstd por la concarddad de la 
aguja y con todo cuidado se jala llevan- 
dolo al exterior del campo operatorio 
(Fig. 11). 



En seguida se retira un poco la aguja 
hacia la cavidad nasal, se vnelve a per¬ 
form' la mucosa en la union del tercio 
medio con el superior del citado eje, 
arriba de la prunera perforaoidn y se 
jala nnevamentc el asa de catgut, com-’ 
prendida dentro de la curvatura de la 
agnja, se desensarta y se lleva el liilo 
nfuera de la lierida operatoria, evitniido 
baeer traccion y cualquiera brusquedad, 
qne pndiez-n provooar la desgarradura 
de !a mucosa (Fig. 12). La aguja yn 
desenbebrada se retira completaniente 
de la nariz y los cabos de la punta en 
U que se ba ejeentado, y qne salen hacia 
afnera del campo operatorio, ae toman 
eon una pinza (Fig. 13). 

Septimo tiempo; Una vez praeticada 
la sntura cn U sobre la mucosa nasal 
se jalan ouidadosaniente los hilos para 
iiisinuarla hacia la perforncion y en se¬ 
guida, por medio del cnciiillo de Gracfe, 
se talla a e.xpeiisas de elia un colgajo 
unico, en fonna de C del tamano menor 
que el de la trepanaeion y pcdieulado 
hacia el horde posterior de esta, para lo 
ciial se pasa casi rnsando el file del 
cuchillo por los h ■ es. rior, ai 
e inferior, de* 'sea 

tenerse enida 
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Figs. 13 y 14, 7° tiemijo. Figs, 15 y le. S“ tiempo. 


bra de no dividir los kilos do la pimtada 
eii- Uj ni tirar deniasiado de ellos para 
no desgarrar el colgajo, si no kacer mia 
traccion moderada a fin de que el colgajo 
so recline dentro de la trepanacion a 
inedida qiie se va disecando (Pig. 14) 

' Octavo tiempo: Se retira ensegiiida el 
'parador de Miiller y so introduce una 
iguja de Eeverdin recta y pequena, es- 
tando cerrada y desprovista de kilo, por 
un puiito situado coiao un centimetro 
arriba y fuera del extremo superior de 
la incision, atravesando la xiorcidn in¬ 
terna del parpado superior y los tejidos 
blandos subyacentes, se dirige la punta 
del instrumento kacia el borde libre del 
colgajo posterior del saeo lagrimal, pro 
eurando paskr entre la mucosa y la tunica 
nnisculo filirosa de la pared. 

Una voz c[ue la aguja se encueutra 
dentro de la trepanacion y eerca del liordc 
del colgajo de la mucosa nasal se abre y 
se engancka en ella el eabo superior de 
la puntada en I' <Fi,g. 1.1). 

Despues de kal)er a)ike])ra<lo la aguja 
se retira por su caniiiio, con lo que sc- 
kace salir a trave? de la piel el kilo 
(pie succsivainciitc ka tornado el colgajc 
de la mucosa nasal, cl colgajo posterioi 
del saco, tcjido celular sulicutaneo y la 
picl do! parjiado superior. Sc repite mu* 


vamenie la operacion kaciendo pasar la 
aguja a traves del parpado interior er 
uU’ punto simetrico al del parpado supe¬ 
rior. Terminando este tiempo quedaraii 
los dos cabos de la puntada en U fuera 
de la piel, el borde del colgajo de la 
mucosa nasal afrontado intiinaniente al 
borde del colgajo posterior del saeo, y 
revestida d(' mucosa la parte anfractuosa 
y mas gruesa de la trepanacion, epic 
corresponde a las celdillas etnioidales. 
l.os cabos de la puntada en U sc toman 
coil una pinza, y como ban pasado por 
un es})esor considerable de tejidos man- 
tiene perfectamente coaptados los col- 
gajos sin neeesidad de ninguna otra 
maniobra (Fig. IG). 

Xoveno tiempo: Xuevamente se intro¬ 
duce por la nariz la aguja acordada 
pecial, provista do su kilo, y se dirijc 
kacia la trepanacion, cerciorandose dc 
(pie la punta y la concavidad del instru- 
lueuto mireu kacia atras. En seguida so 
vascula la aguja kacia el dorso de la 
nariz con lo cual se pierde de vista la 
punta del instrumento y se- atraviesa 
la mucosa nasal como a cuatro niilune- 
tro.s antes del borde de la trepanacion, 
i*n la iinibn del tercio medio eon el su- 
pi'rior d(*l borde anterior de esta: La 
a.giija al atravesar la muco.sa pasa entro 
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Pigs. 21 y 22. 10“ tiempo. 


A pesar de las agiijas especiales ideadas 
para el objeto, la maiiiobra resiilta 111113 ' 
dificil, a veces casi imposible, y es fre- 
ciiente el case qiie despiies de irna peiiosa 
labor qne piiede proloiigarse por nna y 
liasta dos boras el resiiltado sea qiie no 
-se lia}' podido colocar iiingaino de los 
•latro piintos separados qiie deben fijar 
bs eolgajos del saeo a la luiicosa nasal, 
porqiie esta se lia desgarrado durante 
las inaiiipiilacioiies, y sobre todo en el ino- 
mento de correr y aniidar los liilos de 
las siitiiras. 

Todo ciriijano qiie lia intentado bacer 
iina daeriocistorrinostomia elasica queda 


desalentado por la enorine dificiiltad de 
practical’ dicba siitura; y casi de luia 
inanera excliisiva a esta dificiiltad se 
debe, que despnes de tantos anos de per- 
segiiir con abinco la idea de realizar la 
operacion, esta no baya podido entrar en 
la practica corriente. 

Por miicbos anos biisqiie.y ensa 3 'e eii- 
eontrar la forma de bacer la sutiira niii- 
conuicosa de manera facil y segiira. Las 
inaniobras que liace una bordadora, 
euando a traves de la tela restirada en 
un bastidor pasa la agiija de abajo baeia 
arriba y de arriba bacia abajo para eje- 
ciitar las labores de su costura, me die- 
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Estc oriTieio sera el represejitativo de la 
lierida operatoria; la distancia entre el 
y el diafragina, la profundidad del campo 
operalorio; el diafragma, la mucosa na¬ 
sal, y la parte del tubo comprendida 
abajo del diafragma, la cavidad nasal. 

Priinera experieiicia: Con uno de estos 
pequenos dispositivos intentese liaeer 
dos suturas en los colgajos previamente 
tallados en el diafragma de papel, segun 
la tecnica cMsiea de la daerioeistorrinos- 
tomia, y se vera que es easi imposiblo 
la ejecucion eorrecta de la maniobra, 
aimque se empleen las agujas mas apro- 
piadas (Fig. 23). 

Sv'fjimda eayerinicia: Con otro tubo 
eomo el anterior y una aguja con ojo 
cerca de la punta, scmejante a la que 
lie mandado construir para la interven- 
cion, bagase pasar^un liilo de abajo bacia 
arriba atraves del diafragma de papel, 
retirese la aguja un poco y vuelvase a 
j-epetir la oporacion, eon lo cual se babrii 
beclio una jDuntada en U (Figs. 24 y 25). 

Despues con un cucbillo fino biigase 
una seccion curva en el diafragma y se 
babrii obtenido un colgajo sujoto por la 
puntada en U (Fig. 26). 

El I’esultado de estas experiencias es 
demostrar (pie es po.sible obtener una 
puntada en U en el colgajo de papel sin 
que para esto baya sido neeesario mani- 
pularlo en lo absolute con ningiin instru- 
mento, que es precisamente lo que se 
bace en el colgajo de mucosa nasal en la 
tecnica operatoria que acabo de describir. 

Para tenninar debo manifestar quo 
eon esta manera de liacer la .sutura mu- 
comucosa no solo se facilita su ejecucion, 
sino que se logra bacerla perfecta en 
casi todos los eases. Los contratieinpos 
jmeden venir de que la mucosa se des- 
garre antes de practical- la sutura, pero 
aiin en eslos ensos es posible practicarla 
eon nuis o menos facilidad y seguridad. 

Los resultados oj)ei-atorius en esta 
operaeion, tal wz mas (pi<* (ui uiiiguna 


otra dependen de la perfeccion con c^ue 
baya sido ejeeutada, y la mejor demos- 
traeion de que es facil y segura es el 
gran niimero de casos en que puede efec- 
tuarse pagada a la tecnica. No es pol¬ 
io tanto de extranar el gran porcentaje 
do exitos que be senalado al iirincipio 
de este trabajo. 

Los fracasos no deiienden en gran 
parte de quo la sutura mucomucosa baya 
sido inconqjleta, sino de las condicidnes 
de las vias lagrimales superiores y de 
ia formacion de queloides en la cieatriz 
opci-atoi-ia. 

En efecto, la desviacion de los puntos 
lagrimales, el desgarro o la desbridacion 
que bayan sufrido estos, asi conio las 
ostenosis de los canaliculos lagrimales, 
son los motivos mas frecuentes de que 
la operaeion fracase. 

El fracaso debido a la queloides puede 
e^dtarse aplicando rayos X cuando esta 
comienza a formarse, o bien reoperando 
al paciente si esta se ba formado y ba- 
ciendo dias despues la irradiacion con-' 
veniente. 

SUMARIO 

El tratainiento quiriirgico por exeelen- 
cia de la dacrioeistitis es la dacriocisto- 
rrinostomfa externa. 

La daeriocistorrinostomia no se ba ge- 
neralizado debido a las dificultades de 
bacer una eorrecta sutura mucomucosa. 

La sutura. mucomucosa por maniobras 
cndonasalos combinadas eon las externas 
(‘s lacil, segura, y permite obtener exitos 
constaiites. 

RESUME 

l/operation extorne de daeryocj'stor- 
rbinostomie est le traiteinent cbirurgical 
par excellence de la (lacr 3 ’ 0 cystite. L’op- 
eration Ji’est pas devenue jDopulaire vu 
le.s difl'icultes qu’on recoutre i:)Our fer- 
mer Fincision avec exactitude au nioyeii 
(ruiii‘ Milurc 7mico-mn(picu.se. Cello su- 
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Editorials 


Post-War International Cooperation 


F rom all alUecl countries comes the 
call for international cooperation 
after the war. The emphasis with 
which this desire is proclaimed is in 
itself an admission that the interna¬ 
tional cooperation which existed before 
the war was insufficient. And since our 
international organizations of physicians 
and surgeons wore among the leading 
pre-war experiments in such coopera¬ 
tion, it is well, perhaps that we examine 
our record ancl frankly face whatever 
faults we find therein. If we are to avoid 
the mistakes of the past in the peace to 
come, we must learn first to recognize 
those mistakes clearly and fearlessly. 

The realignment of the fascist coun¬ 
tries is, we well know, a stupendous task 
which must be undertaken when the war 
ends. A long period of training in bru¬ 
tality and contempt for the individual 
Imman being must be ovei'coine and the 
new foundations laid for education for 
humanity. That renaissance is perhaps 
the greatest of all our postwar prob¬ 
lems, and it is confronting us because 
the great democracies have been in the 
])ast so slow to understand that only as 
they are able to jjreveut the rise of bar¬ 
baric concepts (“’Weltanschauungen”) 
among their neiglibors can they continue 
long to live according to their own Ini- 
mauitarian ideals. The era of appease¬ 
ment politics was characterized by the 
neglect of this essential truth. 


The responsibility for the neglect, the 
short-sightedness, however, does not rest 
solely with the political leaders, the 
diplomats and the international business 
men, as some of us would like to think. 
The responsibility rests also upon inter¬ 
national organizations of men of good 
will. The fact is that they also have 
failed in the past. 

International medical organizations 
have been as guilty of appeasement as 
the statesmen who directed the policies 
of nations; Too often the leaders—ancl 
the rank and file as well—in these organ¬ 
izations have pleaded a privileged posi¬ 
tion above the struggles of the political 
arena. Our societies seek pure science, 
they have said; we have nothing to do 
with politics. Truth knows no nation, no 
system of government. 

We can see somewhat clearly now that 
the policy of laissez faire, laissez mon 'rv' 
which grew • out of our aloofness may 
have been a contributing cause of today’s 
tragedy. 

True, the object of an international 
medical society is the furtherance of 
science. But looking back one may (]ues- 
tion how truly science was served when 
international gatherings of men of medi¬ 
cine took place in tlie cities of countries 
whose goveimments were, even as tke 
congresses met, notorious for concentra¬ 
tion cami^s, racial persecution, murder 
and oppression. 
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Better never to have Sielcl tliosc con¬ 
gresses at all than to have, by their liold- 
ing:, tacitly concloiied a political pliilos- 
oiihy fundamentally destructive of truth 
and science. For it is veil to admit that 
the scientific profit which an individual 
participant derives from attendance at a 
modern intornationnl eongre.ss is often 
not at all in j)roportion to the ])omp and 
splendor surrounding sucli a gathering. 

A^Tiicli is not to say tliat the inter¬ 
national congresses of medical men have 
outlived tlieir usefulness. . But let ns 
recognize tlio tnitli that their mission 
has changed. Tiicy could, if tlieir leaders 
would assume tiie responsibility they 
cannot o.soape, become important and 
influential channels for humanitarian 
education. 

In most countries the medical profes¬ 
sion is a free profos.sion. Tiiis freedom 
implies an intellootual and material in- 
dopondenoe wliieli gives to the idiysicinn 
a considerable measure of influence in 
his community. In ids responsibility for 
the physical and mental health of the 
community is implied a responsihility 
also for liolping to preserve for all the 
freedom ho himself prizc.s. Obviously, 
the noble task of tlic healer does not end 
with his duty to himself and liis indi¬ 
vidual patient. It must and shoiiid in¬ 
clude tiie well-l)oijig of the nation of 
wliich lie is a member, of tiie world of 
which that nation is a part. The ef¬ 
fectiveness of our profession can and 
.sliould transcend national boundaries. 
Tlie spirit of freedom and healing, like 
science, is universal. 


No medical man has greater power 
and opportunity to oxpre.ss this spirit 
than tlie surgeon. The nature of iii.s 
work is sncii that peoidc eutrnst tiseir 
very lives to him. So great and unparal¬ 
leled is tlie trust that we rigidly castigate 
with utmost severity tiiosc who misuse 
it. Blit we liave been, in the past, too 
lenient with file betrayal in our own pro- 
fes.sion and elsewhere of the spirit of 
freedom and justice and humanity in the 
realm of social and political relations. 

Not one of the international congresses 
of medical men—and no medical society 
can he unreservedly absolved of tliis 
reimoach—openly and unequivocally 
castigated the crimes committed against 
mankind in tiie ten years before the war. 
Not a single medical society, however 
miicli its statutes might empimsizo the 
moral and ethical principles of our pro¬ 
fession, excluded from membership men 
who directly or indirectly snppoi'ted the 
barbarities of fascist governments. 

We must bear those truths in mind as 
wo face the future. Never before was 
there greater need and greater-oppor¬ 
tunity in those free associations of men 
of all nations committed to the helping 
and tiie healing of manidnd. Let ns re¬ 
solve, however, that the mistakes of the 
past shall not he repeated, that we shall, 
as we go forward, assume the moral re¬ 
sponsibility as leaders which the world 
puts upon our shoulders and which we 
cannot, with honor, avoid. 

Budolph Nisseii 


Antireticular Cytotoxic Serum 


I N tlio American Keview of Soviet 
Jledieine (nocoinber, 1943) it is 
pointed oiii that Prof. Alexander A, 
Bogomolets and his staff liave been 
carrying on research witli antireticular 


cytotoxic serum at the Institute of Ex¬ 
perimental Biology and Patliology in 
Kiev for a nnmiier of • ( mne 

23, 1941, tlie da.v fo ' i 

attack on Soviet It 



EDITOIUALS 


\<St 

juiiuninced porfoctioii of the scrum, 
wliich has been successfully used in 
thousands of jialients suffering from 
patliologic conditions. 

Culmination of years of experimental 
effort was reached on July 12-14, 1942, 
at the conference held in Ufa under the 
auspices of the Institute of Clinical 
Physiology of the Academy of Sciences 
of the Ukrainian S.S.R., at which the 
assembled representatives recommended 
wide use of antireticular cytotoxic serum 
for thera]Knitie use in military hosititals 
and civilian institutions. Its significance 
for military use lies in the fact that it 
.shortens the hos])italization period. 

Ex])eriments have shown that antire- 
ticular cytotoxic serum, if used in small 
doses, inlluenees the ]ihysiologic sy.steni 
of eonneetive tissue and stimulates the 
mesenchymal cells, in conseciuence of 
which the troiihic and protective func- 
dons of this ]diysiologic system assume 
paramount importance in diseases char¬ 
acterized hy weakening oi’ inhibition of 
systemic functions, such as hypertension 
and cancer. Large doses are of no value 
because they tend to inhibit the phys¬ 
iologic- connective tissue system. Ex- 
]ieriinents in human longevity at the 
Institute, where a sjiecial clinic Avas 
established to treat patients over 50, 
were curtailed by the war. 

Various tests have been used to de¬ 
termine reactivity of the ])hysiologic 
system of the connective tissue: (1) 
dermal test with trypan-ldue; (2) mor- 
]4iology of the blood; (2) sedimentation 
rale of erythrocytes; (4) titer of coni- 
idemeut. opsonic index and ]4iagO('ytic 
activity of the leukocytes; (5) dermal 
test with autireticidar cytotoxic serum, 

Bogomolets has stated the belief that 
hyp(‘rtension is fi-ei|Uentlv tlie result of 
an affection of tin' normal permeability 
of the bemato-]iarenchymal liarrier in 
the kidneys. Treatment has perm.anently 
!o\ven>d bhidil pre>--ure to normal, if 


given in early cases before irreversible 
sclerotic changes take place. 

In carcinogenetic tumors, the fibro¬ 
blasts and microphages of the tumor 
tissue form a line of demarcation around 
the cancerous foci and strangle the 
carcinogenetic elements, thus hindering 
the infiltrating groAvth of the tumor. 
Antireticular cytotoxic serum stimulates 
the jmotective action of the connective 
tissue. Ur. Neuman’s experiments on 
mice shoAved that serum treatment led 
to the disappearance of large carci- 
nogenous tumors and decreased cancer 
metastases to the lungs. 

Dr. Oleg Bogomolets succeeded in ac¬ 
celerating fracture healing and groAvth 
of normal-bone callosity Avith small doses 
of antireticidar cytotoxic serum. Use of 
lai’ge doses inhibited osteoblastic gTOAvth 
and caused several months’ delay in sat¬ 
isfactory union of fractures. 

Administration of antireticular cyto¬ 
toxic serum in 2500 clinical cases estab¬ 
lished its efficacy in frostbite and Avounds, 
infectious diseases, diseases of the nerv¬ 
ous system and diseases connected Avith 
disordered trophic tissue function. 

Bone fractures Avhich heal sloA\dy, in¬ 
fected Avounds of a slcAA^-healing, slug¬ 
gishly granulating disposition, purnlcnt 
infections in the first stages, suppurat¬ 
ing inflamed cavities and tissues, frost- 
])ite, second and third degree burns, and 
infected eye injuries res])ond to Bogo¬ 
molets’ therapy. 

Spotted typhus, ])uerperal and gyne- 
<‘ologic sepsis, rheumatism, abscesses of 
the lungs and pneumonia, tonsillitis, 
])sychoses, traumatic and infectious dis¬ 
eases of the central and peripheral neiWr 
ous systems, duodenal and gastric ulcers, 
ozena and eczema are stated to liaAm been 
favorably influenced. 

Use of serum is contraindicated in 
myocarditis. 

Sci um for use in liumans is prepared 
fiom tlic cells of the spleen and bone 
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marrow, taken from a fresh linman 
cadaver, with which horses liave been 
inoculated. If necessary, however, an 
antig;en obtained from frozen organs 
may he used. Dosages in adults range 
from 0.1 to 0.3 cc. of the serum, deter¬ 
mined by the patient’s weight and con¬ 
dition, diluted in sterile physiologic 
saline (1:10) sealed in ampules and 
stored in a refrigerator two days before 
injection, either intravenous or sub¬ 
cutaneous. 


Bogomolets has made an important 
and far-reaching contribution to sero¬ 
therapy with the introduction of anti- 
reticular cytotoxic serum. Further 
publications on this subject will be 
eagerly awaited. At any rate a vista 
offering great possibilities for research 
has been opened by this Eussian scien¬ 
tist. It undoubtedly will throw some 
light on hitherto obscure phenomena. 

Max Thorek 


IN MEMORIAM 

DR. WALTER TAYLOR SHEETS 

Dr. Walter Taylor Sheets, F.I.C.S., Salt Lake City, Utah, died in AVashingtou, 
D. C., in January, 1914. 

Dr. Sheets was elected to Fellowship from St. Petersburg, Florida, Mar. 28, 
1942, where he was associated as Medical Officer of the Veterans Administra¬ 
tion. On, June 24, 1942, he was transferred to Salt Lake City, Utah. 

An outstanding orthopedic surgeon, he was born in Salt Lake City on Nov. 
23,1902. He received his A.B. degree from the University of Utah in 1924 and 
his M.D. from the College of Physicians and Surgeons of Columbia University 
in 192G. 

Positions held by Dr. Sheets include: Clinical Instructor in Ortho])edic 
Surgery at the Post-Gradimte Hospital, 1930, Chief Surgeon in the U. S. A^et- 
erans Hospital, 1932-1940 and Chief Orthopedic Surgeon, U. S. A^'eterans 
Hospital, 1940 until his death. Dr. Sheets served as Instructor in Orthopedics 
in the U. S. A^'eterans Hospitals, 1932-1944. 

AA’ith the death of Dr. Sheets the College has lost a devoted fellow. 
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BOLIVIAN CHAPTER FORMED 


T he Bolivian Cliajiter of the Inter¬ 
national College of Surgeons was 
formallv inaugurated at an impos¬ 
ing ceremony held in the Salon de Ados 
Puhlicos of the Lniversidad Mayor de 
San Andres at 6:30 p.m. on Januaiw 
13, 1944. 

''' The inaugural ceremony was a bril- 
nt success. More than a hundred dis- 
• nguished members of the medical 
profession, diplomatic authorities and 
students were in attendance. Guests of 
honor on this occasion were His Excel¬ 
lency Pierre de Boal, United States 
Ambassador to Bolivia, Dr. Ernesto 
Xavarre, Vice-Hector of the University 
and Dr. Hector Aliaga Suarez, ('hief of 
the Department of Public Health. 

The following officers of the Bolivian 
Chapter were elected: 

Pirsicicut, Dr. Enrique St. Loup B. 
Vice-President, Dr. Abelardo Ibauez Bena- 
vente 

Treasurer. Dr. Claudio Calderon lleudoza 
Secretary. Dr. Valentin Gomez 
Xafional Ttegents. Dr. Ernesto Navarre 

Dr. Enrique Hertzog G. 
Fellow Founders of the Bolivian Chap¬ 
ter include: 

Anastasio Paravieiui 
-Tulio C. Forttin 
AValter Galindo 
Serafin Ferreira 
.To?e Antezana E. 

Teodoro von Borrie.-? R. 

Eduardo Campero Q. 



Dr. Enrique St. Loup B. 

President Boiivinn Cliapter. 

Rene Coronel Carvallo 
Ricardo Cordoba Core 
Genaro lilariaca 
Florentine Mejia G. 

Roberto Yalda Arana 

Dr. Ernesto Navarre, Vice-Eector of 
the (Tiiversity, presided at the inaugural 
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JCC 


Dr. Eug’onc Chau 

Nalioual Executi\'e Secretary (Na¬ 
tional Treasurer) 

Dr. Gordon King 

3 Members of the Board of Governors 
Dr. C'harles Chang 
Dr. TTenrv T. Chen 
Dr. M. ll Hu 

Other Founder PelloAvs -were .* 

Drs. Allen, A. Stewart 
Cluing Hsien-lin 
Cunningham, Edison R. 
Cunningham, Gladys S. 

Ho, P. H. 

Hsiao. Ynen-Ting 
Liljestrand, S. H. 

IteClure. Robert B. 

Nyi. P. C. 

Tn. Kai-ynan 
^Yan, Fn-en 
Wang, L. K. 

Wang, P. W. 


Wilford, B. C. 

Yin, Yu-CIiang 
Yu, Horace 
Yuan. Francis T. 

Yuan, Shan-Cheng 
Yuan, Stephen Y. K. 

A Constitution and By-Laws wei 
adopted and at a nieeting of the Lite 
national Board of Trustee.s a cliart( 
granted. Tlie high standing of the su: 
geons and their innate thirst for the ac 
vanconient of democratic principles an 
the art and science of surgery are a guai 
antee that the Chinese Chapter of th 
Tnternational College of Surgeons wil 
carry the banner of the ideals of tli 
College to its goal of achievement. 

The lirst meeting of the scientifi 
activities of this chapter will be hel 
shortly and the proceedings reported i 
the Jotirnal. 


MEXICO 

DELEGATES TO UNIVERSITY OF HAVANA, CUBA 


V ICE-Presideut i\ranuel A. IVIan- 
Kanilla, F.LC.S. (Hon.) and Fran¬ 
cisco Fonseca Garcia, P.I.C.S. 
(Hon.) have been aiipointed siiecial 
delegates by the National University of 


Mexico on a mission of rapprochemei: 
and university exchange in response t 
an invitation from the University c 
Havana, Cuba. 


UNITED STATES 

NINTH ASSEMBLY OF I'HE U. S. CHAPTER OF THE INTERNATIONAL 

COLLEGE OF SURGEONS 


T he ninth Assemlily of the U. S, 
Cinpiter of the International Col¬ 
lege of Surgeons will be held in 
Philadelphia on October .3-4-.*), 11)44. 

The following committees have lieeii 
appointed: 

Prnqi'Ain ('(nmnitti <■ 

Dr. William Bate-;. Cliiii. 

Dr. K. E. Eiia'-nfi 
Dr. Drury Hiin"ii 


Dr. Thomas A. Shallow 
Dr. Desiderio Roman 

ExhUAt Committee 

Dr. .lolm R. Moore, Clirn. 

Dr. De.siderio A. Roman 
Dr. V. L. -Taekson, Jr. 

Dr. Maxwell F. White (U. S. N.) 

EntAii if q ('nmviittee 

Dr. :\to.ses Behnmd, Chm. 
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Dr. Clifford B. Lull 
Dr. Milton Bodenlieimer 
Dr. Wm. S. Baiubridge 
Dr. AVatson B. Slorris 

Ilospifol Clinics 

Dr. Leonard D. Prescolu, Clim. 

Dr. Charles B. Bailey 

Dr. xVlbert P. Seltzer 

Dr. Xewlin P. Paxson 

Dr. Budolph Jaeger 

Dr. Harold Lefkoe 

Dr. Everett H. Dickinson (XI. S. N.) 

Repisfration Committee 
Dr, XVm. L. Martin, Chin. 

Dr. Chas. P. Bailey 
Dr. ilorris A. Weinstein 
Dr. Bruce V. !MacFad3'en 
Dr. Leonard Averett 

Convocation Co7nmittcc 

Dr. Ernest F. Purcell, Chm. 

Dr. Charle.s A. Steiner 
Dr. Edmund C. Hessert 

Enterfaiiwient Committee 
Dr. John E. Loftus, Clim. 

Dr. David B. Allman 
Dr. Paul X. Jepson 
Dr. Theodore C. Geary 

nehahilifotion Committee 

Dr. Harold D. Corbusier. Chiu. 


Dr. Wiu. S. Bainbridge 
Dr. Fred H, Albee 
Dr, Custis L. Hall 

Uonsing Committee 

Dr. Benjamin H. Shuster, Chm. 

Dr. Win. C. Hunsicker, Jr. 

Dr. Leopold Vacearo 

Motion Picture Committee 
Dr. Win. P. Whelan, Chm. 

Dr. Closes Behrend 
Dr. Thomas L. Dojde 
Dr. Earl P. Craig 
Dr. Elmer Hess 
Dr. Rudolph Jaeger 
Dr. John R. Moore 

Those desiring to present papers 
please address the C’hairman of the Pro¬ 
gram Committee, Dr. William Bates, 
2029 Pine St., Pliiladelphia, Those wish¬ 
ing to participate in tlie Scientific Ex¬ 
hibits address Dr. John R. iloore, 3701 
N. Broad St., Philadelphia. Those de¬ 
sirous of obtaining accommodations 
(This is important!) please communi¬ 
cate promptly with Dr. Benjamin H. 
Shuster, 1824 Pine St., Philadelphia, 
Chairman of the Housing Committee, 
while tliose who wish to esliihit motion 
pictures address Dr. Wm. P. Whelan, 
2004 Walnut St., Philadelphia. 


SCIENTIFIC P.APERS AND DISCUSSIONS 

Anj’one desirous of reading scientific papers or taking part in discussions 
at the Ninth Annual Assembly of the International College of Surgeons, to bo 
held in Philadeljihia, Oct. 3-5,1944, please communicate with Dr. William Bates, 
2020 Pine St., Philadelphia, Pa. 
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Surgery of Modem Warfare. In six parts. Edited 
, l)r Hamilton Bailej*. Part I, pp.' 1-152, 165 ilhis. 
Part II, pp. 353-328, 146 illus. E. & S. Livingstone, 
Edinburgh, 1044. 

Part I 

A PAGE of pointed “Aphorisms for the War Sur¬ 
geon” introduce.s Part I of this six-part edition 
of a popnl.'ir work on war surgery, compiled 
under the editorship of Hamilton Bailey with the aid 
of '*6 contributors, two parts of ^vhich have now 
appeared. 

Introduction of new technics and numerous revi¬ 
sions make (his .a valuable reference sot. Pictorialiy, 
the work is enhanced by the edition of colored illus¬ 
trations. 

In Part I the authors treat (1) of the nature 
of war wounds and (2) of the general condition 
and resuscitation of the war wounded. A discus- 
-v.sion of foreign bodies, classification of war wounds, 
‘he rfdo of x-raj-s in localizing foreign bodies, bac- 
riology of wounds and chemotherapy comprise Sec- 
ni I. Section II is devoted to a presentation of 
.ompression phenomena (crush sjaidronic and “cais¬ 
son” disease), shock therapy, and whole blood and 
plasma transfusions. 

Part II 

In Part II, frostbite, trench foot, burns, skin 
grafting, anesthesia of tlie wounded, general opera¬ 
tive eonsiderations (iiriniary excision, dt'brideincut, 
closed plaster treatment), infections (tetanus, gas 
gangrene), delayed primary and secondary suture, 
methods of removing foreign bodies, surgical ma¬ 
terials and dressings, and maggot therapy in infected 
wounds are discussed. 

Envelope and saline bath treatment of burns, the 
latter (he method of choice in the A. E. F., are fully 
described, indications and contraindications given, 
and technics presented. 

The authors point out the practicability of the 
Oxford vaporizer in administering liquid anesthesia, 
particularly at sea, as well as its value in carrying 
out artificial respiration. 

A special chapter is devoted to x-ray treatment of 
gas gangrene, not in extensive use in Great Britain. 
Further trial is recommcndeii before it is practiced 
extensively. 

Attention is called to the revival of antiseptics in 
wound healing, in disfavor since liUS. hut this time 
in powder form. 

Pesio-ned to be of assistance to the physician trained 
in general surgery, these tuo voluincs are also of 
value to the surgical specialist, I-siicd in a convenient 
portable size and printi’d on paper of good quality 
in a legible type. nothin;Z h;,s boon spared to m;ike 
this edition of north to tie- surgeon .-.■lileil iij.on to 
treat var injuries. .Ml in .ill. tlie «oik is timely, an 
imiHirtant eontnlnition to . out, mpor.iry siirgi.al liter 
.■ittire. edited by a m.ist, r sarg.oa ..f s.-asoned evperi 
ef.ce, who-.s uritings .ir. kno-.wi, no’ ordy in lireat 


Britain but also on the North American continent, 
and, in ftict, in every part of the civilized world. 

M. T. 

War Wounds and Injuries. Edited by Bodney Hain- 
got, E. G. Slosinger and Ernest Pieteher and pidi- 
lished in collaboration with the Fellowship of 
Medicine. With .a Foreword by Lord Ilorder. Ed. 2. 
550 pp. 3.5s. Edward Arnold and Co., London, 1043. 

T HIS useful and comprehensive work, well sup¬ 
plied with bibliographical material, will he a 
valuable guide to the incdiea! oOicer in the tie.at- 
mejit of war wounds and in.jnries. 

The full, concise treatment of shock, emphasizing 
the necessity for control of initial shock before per- 
fornianee of nia,ior surgery, is followed by a section 
on burns which describes the use of saline baths, 
triple dyes and skin grafting. 

Bct.ailed descriptions .are given of peripheral nerve 
injuries, chest injuries and their complications, and 
abdominal in.jnries. Conclusions stated in the latter 
iiist.ancc are the resnlf of a sUidy of six hundred ab¬ 
dominal injuries from this war. 

Sulfanilamide cream or sulfanilamide powder cov¬ 
ered with Tulle gras is recommended in first aid 
treatment for facial burns. Facial injuries with frac¬ 
tures arc discussed and various operations desenbed. 
However, there is no mention of the mandibular 
clamp splint as a means of immobilization. 

.Toiiit injuries, compound fraetures and anqnitations 
of extremities, furnish the subject matter of another 
chapter. 

Other war injuries treated arc tetanus, gas gan¬ 
grene, nncstlicsin, eye, ear, nose and throat iiijnrics. 
The latest information on indications and uses of 
sulfonamides brings this vnlnnio np to date. However, 
there is no mention of perijiheral vascular diseases, 
frequently encountered in base hospitals. 

Readable type and a convenient format add to the 
usability of thi.s eompeiidium of information gathered 
on war injuries by specialists. 


Man in Structure and Function. Fritz Kahn, Jf-B- 
Translator and Editor, George Rosen, M.B. Pjih- 
lished in two volumes. Alfred A. Knopf, New 
York, 1943. 

T HIS translation of a book first published twenty 
years ago in Germany is written for the laynmo- 
The author’s facile use of analogies from every¬ 
day c.xperionce make if one of the most easily coni- 
prchcitdod books written to popularize scientific 
knowledge. 

The material is logically presented in ten scction.s 
dc.-iling with: (1) development of the individiwl; 
(2) skeletal framework of the body; (3) laiaian 
imisciilaturc; (4) circulatory sy.stom; (3) rcspir.atory 
system: ('ll) digestive system; (7) iiutritioa; (S) 
nervous system; |9) skin ami sense orgnn.s; (30) sc.v. 
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book nsriETrs 


Dr, Knlin begins «itb the atom, progresses tbrowpli 
moleeules, jirotoins, \iruscs ami tbe living cell to the 
human body, descendant from the single-celled amoeba 
and drawing its vitality from the jihmts and baetcrin 
nature has so lavishly piovidcd. This human body 
Dr. Kahn presents us the center of a miniature uni¬ 
verse, a universe nhose atoms, molecules, cells and 
organs function as a harmonic whole 

In his unique pieseiitation Dr. Kahn boiroiis from 
many sciences: anatomy and physiology form the 
basis of u study of man which is enlivened by facts 
gleaned from the fields of physics, pathology, bis- 
tology, ecology, psychology and anthropology. 

P.irticnlaily notowortiiy are the fine illustrations. 
Drawings, photographs and diagrams arc superior to 
the usual sketches found in physiology and anatomy 
books. 

Recommended not only to laymen, but to moniber«« 
of tile medical profession as well. 

31. T. 


Surgical Clinics of North America. April, 1943. Vol. 
43, No. 2. 318 pp. Cloth, $16. Paper, $12. Issued 
serially, every other; month (G consecutive bimootbly 
mimbeis). W. B. Saunders Co., Philadelphia, 194.3. 

T HIS issue of tlic Surgical Clinics is devoted to 
War Snrgerj’. Such snb.ieets as Trends in War 
Surgery, Traumatic Shock, Imlications for the 
Use of Blood and Blood Substitutes, Treatment of 
Infected Wounds, Surgical Management of Truunmtic 
Lesions of the Arteries, Effects of Tiauma on the 
Nervous System, Injuries of the Eyes and Eyelids, 
Fractures of the Spine, Surgical Treatment of Ilorni- 
ated Nucleus Pulposus, Wounds of the Thorax, Repair 
of Laceiated Nerves at the Wrist, In.iuries of the 
Knee Joint, Use of the Sniitli-Pcterscn Nail in Treat* 
ing Fractures of the Neck of the Femur, Traumatic 
Wounds of the Abdomen, Treatment of Burns, Trau¬ 
matic Psychoncurosis Is Organic Injury, Fiacturcs of 
Tibia and Fibula are well handled by competent 
authorities. 

Five basic features in treatment of war wounds, 
time and shock elements, dSbrIdemeut, ample dressings 
and blood transfusions in aftercare, are di<»cusscd by 
John J. Moorehend. 

Prevention, early diagnosis and treatment of shock 
duo to hemorrhage and following burns arc the subject 
of a chapter by Charles Child. 

George Schaefer points out the indications for the 
use of blood plasma and blood substitutes iu acute 
hcmorihage or primtTr^ or .secondary shock or as a 
preventive moasuie. Scha_efcr behoves the use of 
physiologic saline should be avoided. 

Mooic and Glenn recommend use of the C.trrel' 
Dakin solution plus immobilization iu infectcil wounds, 
and the sulfa drugs (sidf.athiazole and 8 ulf.idia 2 ine). 
They devote some space to gas gangrene and its 
treatment. 

Traumatic lesions of the nrteiies ate classified as 
injuries, spastic le.sions, aneurysms .md occlusive 
arterial diseases by Gerald Patt; who then indicates 
tlieir proper treatment. 

Immediate management of traumatic shock in rases 
of fracture of the .skull, delayed iiitravertehral hemor- 
rliagc, laceration of brain, injuries of the spinal rord, 
fractures of the neck, mjclomalaeia ruptured inler- 
lertcbral disks, epilepsy after vertebral tiauma, post* 
concussion syndrome and functional disturbances is 
described by Lewis Stevenson. 

Prevention of injuries to the eyes and eyelids is 
stressed by Kirby and Town. 


The remaining chapters deal with various otl 
types of injuries. Spinal fusion iu surgical treatnu 
of herniated iincleus pulposis is recommended 
Alan Smith. Soniienscbeiu advises repair of lacerat 
nerves at the wrist with fine silk before tbirty-s 
hours hare elapsed. Kenneth Lewis describes the t 
of the Siuith-Petcrsen nail in treating fracture 
Sjinptoms of psychoneurosis are given by Pardi 
Kurt Eichelbauni. 


Clinical Diagnosis by Laboratory Bsamlnatic 
J'oliu A. Kolmer, Jf.D., F.A.C.P., Professor 
Medicine, Temple University. 1239 pp., 7r> fig 
137 tables. $S. D. Applcton-Century, New Yoi 
1943. 

T he author has contributed an outstanding op 
of inestimable value to every meinbex of t 
profession and students. Its pages are rcjilc 
with instructive, authoritative and indispensable i 
formation. No one can be a successful counselor > 
matters of health who is not conversant with clinic 
pathology, biochemistry, toxicology, bacteriology ai 
correlated mierology, serologic and iiunmnnlogic fac 
so vital in ev.aluating clinical entities and dispeiisii 
advice in all branches of the healing art. 

This work differs from similar books in the it 
portant respect of presenting clinical interpretatioi 
of given laboratory results. Their practical applic 
tions in diagnosis and course of thciapeutic proccdu 
arc of inestimable value. 

This work is divided into three parts aud forty*oi 
chapters. 

It is an indispensable addition to tbe library i 
students and medical men, no matter iu what binni 
of the practice of medicine. Its future is assured. 

M. T. 


Sulfanilamidoterapia Local. Juan Nnsio, Professi 
at the Facultad de Medieiua del Litoral. ISO p 
Aniceto LSpez, Buenos Aiies, Argentina, 1942. 

M otivated by the conviction that sulfa drill 
are the foundation for the future of chem 
therapy, not oiil;r in practical medicine In 
also in biology, biochemistry and therapeutics, Jua 
Nasio has compiled an excellent and complete mami; 
of local npplicatiou of sulfa therapy as it is know 
and practiced in Argentina. 

A chapter on local sulfa therapy in surgery an 
medical specialties (dermatology iu venereal disease 

' ■ ‘ I g:ii 

’ eraj' 

■ ■ .. woi 

on dogs and guinea pigs 
These experiments were undertaken to determir 
local action, concentr.atiou lu the blood stream throng 
local absorption, local concentration and behavior i 
sulfa iiiliibitors iu viio. Cases were divided into thre 
classes: (1) wounds aud burn-s; (2) compound frm 
tures; (3) experimental peritonitis. Sulfanilaiiiid 
and aulfathiazole were tlie drugs used in most e: 
periments, although results arc also reported for sulf; 
guanidine iu the hlood stream coneentration test! 
Toxic and allergic reactions are discussed, as well a 
dosage and preparation for local applic.ation.- 
Studies of Bulfa therapy in cUnicut surgery aftc 
1941 convinced the author that these drugs -pxp 
valuable adjunct to surgical treatment and ’ ‘ ’ 
in asejwis. A separate chapter treats nf 
portance in cicatrization ^ ri 
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Sulfadiazine obtained from the United States made 
j)ossib]e e.xperiniental work reported in a separate 
eliapter on local application of this sulfa derivative. 

An extensive bibliography, numerous charts, tables, 
illustrations and ease reports make this small volume 
one of the most thorough studies of local sulfa therapj’ 
to appear in print. It is highly recommended to geu- 
er.'il practitioner and surgeon alike. 

i\I. T. 

Traumatic Injuries of Facial Bones. An Atlas of 
Treatment. John B. Erich, M.S., D.U.S., JI.D. and 
Louie T. Austin, D.D.S., F.A.C.D. Foreword b}' 
Boss T. Jlcintire, Bear Admiral IM.C., U. S. X., and 
Donald C. Balfour, Bochester, Minn. GOO pj)., 3.13 
illus. $G. W. B. Saunders Co., Philadelphia, 1944. 

T hebe are twelve chapters in all, of which the 
last three are devoted to detailed information 
and instructions for the construction of plaster 
casts, descriptions of appliances, methods of oral 
wiring, use of dental splints, etc. These three chapters 
should be read first b}’ the average surgeon or student. 
Every doctor entering military service should read 
these three chapters. The first nine chapters arc ar¬ 
ranged in atlas form,'showing by means of excellent 
illustrations, photos of x-ray.s, etc., specific, e.xamples 
of the types of lesions being discussoil. There are 333 
illustrations in .all. These are arranged to fit the text 
in perfect sequence, so that one nniy see the illustra¬ 
tion on the page opposite the text describing it. 

Chapter 1 is very important and should be read 
,^:ind re-read as it covers the emergency treatment of 


the patient, as a whole, including the care of shock and 
hemorrhage, the establishment of an ainvay,^ pre¬ 
vention of infection of bone of the face, proper care 
of facial soft tissue wounds, etc. 

The next eight chapters are full of concrete, illus¬ 
trated examples of various types and combination 
of types of various traumatic bony defects of the 
facial bones, along with the methods of treating 
these lesions. 

This book should be in the library of every surgeon 
who attempts to ^ care for patients with injuries of 
the facial bones. 

Horace E. Turner. 

Kinetic Bandaging. Seymour AV. Meyer. 310 pp. 

540 illus. F. A. Davis Co., Philadelphia, 1943. 

T his book is novel in that it explains the why 
and rationale of certain types and methods of 
bandaging. As one knows, this is a subject which 
is difficult to present because of the nature of tlic 
subject matter and methods of presentation. How¬ 
ever, it has been well handled by Dr. Meyer. 

The book is timely^ in that it appears at a period 
when war emergencies and civil emergencies are at 
their height. This much neglected subject now hc- 
comes interesting to the doctor who is c.allcd upon to 
give first aid lectures and enter into such discussions. 

Chapter 23 on regiomil bandaging with the triangle 
is es])ecially well done. 

This is a book which can be recommended to the 
student and practicing phvsician ' alike. 

P. Thorek. 


ka M.ueUei 

ELECTRIC BONE SURGERY MCTOR 


Great Power Precisely Controlled—For Cranial — 
Mastoid — Nasal — Plastic—All Bone Surgery 

The most powerful motor ever adapted to equipment of this kind is built into 
the Mueller Bone Surgery Engine. Controlled by a geared regulator which 
prevents unwelcome overheating of tissues by reducing rotating speeds of 
cutting instruments, it allows a choice of speeds zvilh greater full power at all 
speeds, insures quick, clean cutting in every type of surgery—through hardest 
bone or for the most delicate plastic operation. Control is precise and instant 
__ with the improved Mueller hand- 


STAINLESS PISTOL GRIP HANDPIECE 

The improved Mueller Handpiece has a 
precise trigger action, starts and stops 
burs, drills, saws instantly. For delicate 
work the handgrip may be removed. At¬ 
tached on a light, flexible armored cable, 
the handpiece is completely steriliiable. 

Early 

De/il'crv 


piece. The motor will not stall, 
cannot be overloaded in normal use. 
It is ideal for frequent or steady 
heavy duty, at no time runs under 
strain. Portable, silent, vibration- 
less. it requires no care other than 
occasional oiling. 

. Write for 

■ _ Details 
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SILENT UNIVERSAL MOTOR 
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Activities of the Veterans Administration* 


BRIG. GEN. FRANK. T. HINES 
VETERANS ADMINISTRATION, WASHINGTON. D. C. 


I N discussing some phases of our activ¬ 
ities whicli relate to the present war, 
first let me say that the Veterans 
Administration is now actively engaged 
in adjudicating claims, making awards 
and administering benefits for both vet¬ 
erans and dependents, based upon active 
service in the armed forces in this war. 
Not only are these things being accom¬ 
plished daily, in increasing numbers, but 
they are being handled with despatch. 
The orderly manner in which our current 
operations are being conducted, con¬ 
trasts most favorably with the situation 
which existed at a similar period in the 
last war. Then the new veterans’ laws 
had been in effect only a short time. 

The agencies charged with their ad¬ 
ministration were spread over several 
departments of the Government. Some 
of the agencies were then still in an early 
stage of development. 

The great strides which have been 
possible in veterans’ affairs since a quar¬ 
ter of a century ago, are due mainly to 
two things—the intelligent pioneering 
into new realms which our law-makers 
initiated at that time—and the vast 
amount of experience we have all gained 
—the Government, the Congress, and 
ofScials of the great veterans' groups— 
since the last war. 

New undertakings, in order to sne- 
eecd, must have a loader with vision; in 

•Presented at the Fourth International Asscitibly of 
the International College of Surgeons, Neir York, 
•Tune, 1943. 


tins instance it was the Hon. Sam Eay- 
burn of Texas. In 1917 was formulated 
and passed by the House the basic legis¬ 
lation which provided the foundation and 
structure for the many excellent laws we 
now administer for the benefit of veterans 
and dependents of the present war. 

There are four main provisions to 
these present laws which may be roughly 
grouped as follows: 

1. Life insurance, which is not com¬ 
pulsory—the premiums being deducted 
from the man’s pay. This is issued at 
net cost in amounts up to $10,000, with 
the Government assuming the admin¬ 
istrative cost and the cost of the extra 
war hazard. 

2. Hospitalization and out-patient 
treatment for those requiring it after 
discharge from service. 

3. Vocational rehabilitation to enable 
disabled veterans to overcome voca¬ 
tional handicaps caused by war service. 

i. Money payments in the form of 
compensation or pension for those dis¬ 
abled more than 10 per cent by service. 

Compensation or pension payments 
are also provided for dependents where 
loss of life results from service. 

I should call to your attention boro 
that all of the laws providing benefits 
for veterans and their dependents are 
now administered by one agency—^thc 
Veterans Administration—and that the 
head of this agency is responsible di¬ 
rectly to the President uf the United' 
States. 
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VETERANS ADMINISTRATION ACTIVITIES 


Tims we liave centralized authority 
and control over all veterans’ activities, 
although most of the administrative 
functions have been decentralized to our 
one hundred-odd field offices in the vari¬ 
ous states. This has been done for the 
convenience of the veterans and their 
families, and to bring our relief facilities 
as close as possible to the veterans or 
their dependents which our agency has 
been created to serve. 

NATIOXAIi SERVICE LIFE IN.SURAKCE 

The life insurance which we issue cov¬ 
ering our armed forces is called National 
Service Life Insurance. It is superior, in 
my opinion, to the IVar Risk Insurance 
issued during the last war. 

As it is designed primarily for the 
protection of a man’s immediate family 
or dependents, the beneficiaries who may 
,be named are restricted to wife, child, 
'^parent, brother and sister. The insur¬ 
ance is payable to the beneficiary or 
beneficiaries in monthly installments 
over a period of years as an annuity. 
That is a protection against loss which 
proved its worth in the last war. The 
limit a man can he insured for is $10,000, 
but he may take out several policies if 
he wishes, within this over-all limitation. 
The insurance may be applied for with¬ 
out medical examination during the first 
120 days of service. After that period 
has expired he may still apply, but he 
must then jiass a iihvsieal examination. 
This applies also to the AYACS, SPARS, 
and women members of the klarine 
Corps. 

AYe have already received about fifteen 
million applications for insurance total¬ 
ing more than one hundred ton billion 
dollars. A’ou will realize the magnitude 
of tliis vast sum when I remind you that 
it is equal to more than SO per cent of all 
the commercial life insurance now out- 
standimr in the whole United States. 


HOSPITALIZATION 

■ Our present hospitalization and med¬ 
ical problems have already been dis¬ 
cussed with you by Dr. Griffith, our Med¬ 
ical Director, so I will touch briefly upon 
only one aspect of these—the steps being 
taken to meet the Government’s probable 
requirements for hospital beds in tlie 
future. 

This is a problem which President 
Roosevelt has placed in the hands of the 
Federal Board of Hospitalization. 
Among the members of the Board are 
the Surgeon-General of the Army, the 
Surgeon-General of the Navy, the Sur¬ 
geon-General of the U. S. Public Health 
Service, the Commissioner of Indian 
Affairs, the Director, Bureau of Prisons 
and the Assistant Administrator of the 
A^eterans Administration, in Charge of 
Medical and Domiciliary Care. 

The Board has appointed a competent 
Technical Committee which makes 
studies and recommendations concerning 
the technical questions which arise. 

This study includes determinations as 
to the types and magnitude of the patient 
loads and the rates at which they must 
be provided for, the extent of additional 
Federal hospital facilities which will be 
required, the most effective utilization of 
the entire hospital facilities of the Fed¬ 
eral Government, and the extent to vdiicb 
non-Federal hospital facilities may be 
available. 

Overbuilding will be avoided, and ex¬ 
isting facilities, wherever possible, will 
be converted to temporary wartime 
utilization. Expanding hospital facili¬ 
ties of all Federal Agencies are being 
planned with a view to their complete 
post-war use. 

The areas from which hospitals will 
draw patients are considered, as well as 
the types of patients to be hospitalized. 
The study includes consideration of how 
the proposed hospital or addition mav 
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1)0 tied ill with existing federal hospitals 
in terras of the present and post-war 
hospitalization requirements, and use of 
ox-isting Government reservations. Any 
possible or probable future expansions 
are also given consideration. 

I think that all of our people may be 
confident that the future Government 
hospital problems will be met ade¬ 
quately, and that subicient beds will be 
available as they become needed. 

vooATiowAL hehabilitation 
Jliich interest already exists in our 
Vocational Kebabilitation Program. 

We have set up our Vocational Re¬ 
habilitation Service under the general 
direction of Assistant Administrator, 
Major 0. W. Clark, with Mr. H, V. Stir¬ 
ling in active charge as Director of the 
Service. The operation of this service is 
carried on in 53 of our field stations, lo¬ 
cated in the District of Columbia and all 
of tbe states but one. 

Vocational Rehabilitation Divisions 
are set up in these stations. Field Rating 
Boards are determining that those men 
iiave vocational handicaps. Vocational 
Advisers are considering education, ex- 
porionco and physic,al condition, in aiding 
and guiding in tlie election of courses of 
training to overcome the handicap of dis¬ 
ability and to restore employability. 

After personal consultation with each 
disabled man, and with due regard for 
his ouTi preference, a new occupation 
is selected for him, and the place where 
he is to receive his training is agreed 
upon. 

Educational institutions of recognized 
standing, and industrial cstahlishraents 
and farms are utilized in the training of 
those disabled veterans into emplojuncnt. 

It is onr policy to train each person as 
near his home as may be possible. 

The expense of training is borne by the 
Government, and during such course, tbe 


%’otorau’s pension is increased to $80 a 
month for a single man; .$90 with a wife 
or husband, and $5 additional for each 
child. Tbe additional amount for depend¬ 
ent parents is $10 for each parent. 

No course of training in excess of a 
period of four years can be approved, 
nor will any training be afforded beyond 
six years after the termination of the 
present war. 

A number of conditions must bo met in 
order to be eligible for training. These 
are: sen-ice in the armed forces after 
December 6,1941, and during the present 
war; an honorable discharge; \-eteran 
must have a disability incurred in oi- 
aggravated by such service for which 
pension is payable; and be must be in 
need of vocational rehabilitation to 
overcome the handicap caused by his 
disability. 

PENSIONS 

Pensions for disability incui-red in 
service are also paid, if tbe man is dis¬ 
abled 10 per cent or more. This is not 
incompatible with our Vocational Ro- 
babilitation program. It actually sup¬ 
plements it. 

Many men may become disabled to a 
pensionable degree, yet not suffer a 
vocational handicap wbieb would justify 
a course of training. Others may not be 
feasible for training. Still otber.s, after 
completing their training and embarking 
upon new occupations, will nevertheless 
stilt bo disabled—for which disability 
they will be entitled to pension. 

Pensions for disability run from $10 a 
niontli for a 10 per cent disabilitv, to 
$100 a ' ■ - 

payinen 
certain 

Deatli 
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for both. Paj’ments also may be made to 
a dependent parent or parents— $45 per 
month for one, or $25 each if there are 
two. 

A number of other benefits are admin¬ 
istered, and many of these apply to per¬ 
sons who were not disabled in service, 
such as hospitalization for non-service 
connected disability, veteran’s prefer¬ 
ence in Grovernment employment, and 
burial benefits. However, the more im¬ 
portant benefits Avhich may result from 
service in the present Avar are the ones 
I have outlined for you. 

SUMMARY 

The Veterans Administration has been 
instrumental in procuring laAvs for the 
benefit of veterans of the present Avar as 
well as the last Avar. These may be di¬ 
vided into four groups: (1) non-com- 
pulsory life-insurance; (2) hospitaliza- 
■;tion and out-patient treatment for those 
'men requiring it after discharge from 
service; (3) vocational rehabilitation; 
and (4) compensation or pensions for 
those AAuth disability totaling more than 
10 per cent. 

RESUME 

Le Vetevan’s Administration a pro- 
cure les lois suivantes pour les veterans 
de la guerre actuelle et pour ceux de la 
premiere guerre mondiale: (1) assu¬ 
rance non-obligatoire sur la vie; (2) 
traitement gratuit pour les malades a 
riiopital ou a domicile pour ceux dont 


I’etat physique necessite des soins medi- 
eaux apres retouj- au foyer; (3) rehabili¬ 
tation Amcationelle; (4) compensation 
ou pension pour ceux dont I’incapacite 
excede 10 pour cent. 

SUMARIO 

La Administracion de Veteranos ha 
hecho todo posible para obtener leyes 
faAmrables para los A^eteranos de la 
guerra actual como tambien para aquel- 
los de la primera guerra mundial. Estas 
leyes pueden ser divididas en cuatro 
grupos; 

1. Segura de vida sin compulsion. 

2. Hospitalizacion y tratamiento ain- 
bulatorio para los hombres que lo necesi- 
tan despues de completar el servicio 
militar. 

3. Eehabilitacion vocacional. 

4. Compensacion o pension para 
aquellos eon impedimento de mas de 
10 por ciento total. 

BHBOflBI 

ynpaBjicHiie no oKasannio noMoin,ii Beie- 
panaM cnocodcTBOBaAO Bi>ipa6oTKe saKOHOB, 
Kacaioiunxcn noMoiun BCTepanaM iiacTOHinefi 
H nponuioit BofinKC. Stii saKOHH Moryr 6 htb 
pas^^ejiCHH na 4 ochobhhc rpynnti : 1) A®' 
dpoBOJCBHoe CTpaxoBanne Hcirsnir; 2) rocnn- 
Tajinsauna n .BeneHne aMfiyAaxopnHX 6o;ii>- 
HBix, nyjKflaioiuiixcfl: b jiCHeniin nocjie ysojiB- 

Heniia nx H3 apMHH; 3) B-occxaHOBjieHne 
npo^eccHonajiBHoii xpyAOcn'Ocodnocxn n 4) 
icoiineHcau;iiH ii nencHn xcm, Koxopne noxe- 
pajin xpy;^oc^oco6HOCxI. 6ojihvie aeM vb 
10%. 


MOTION PICTURE EXHIBIT 

NINTH ANNUAL ASSEMBLY OF THE UNITED STATES CHAPTER OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 

Those desiring to present motion pictures, kindly communicate Avith the 
eJiairman of this committee. Dr. William F. AVhelan,' 2004 Walnut St., Phila¬ 
delphia 3, Pa., giving full details as to subject, length of film, etc. 



Anesthesia in War Surgery* 


FRANCISCO GRAflA, M.D., F.I.C.S. (Hon.) 
LIMA, PERU 


I N the course of the last three-quarters 
of a century two fundamental prob¬ 
lems of surgery, different in their 
respective natures and purposes, but 
equal in importance, have gone through 
a parallel and simultaneous evolution, 
as far as diffusion and efficiency are 
concerned; the first was the fight against 
infections, the second the endeavor to 
obtain a proper solution for anesthesia 
in surgery. Since Pasteur and Lister, 
therapeutists have sought to discover 
powerful germicides innocuous to the 
cells and tissues, because while iodine, 
carbolic acid, mercury, hypoolorite of 
lime and the dyes in strong solutions are 
effective as germicides, they are de¬ 
structive to the tissues which they try 
to protect from infection. And if the 
solutions are weak enough to respect the 
vitality of the tissues and their capacity 
for reproduction, they are unable to 
destroy the germs. 'What is more im¬ 
portant, none of these agents or other 
similar ones could be employed without 
danger inside the body to fight visceral 
infections and septicemic processes. 

In spite of Lister’s discoveries, Do- 
magh’s introduction of the sulfonamides 
provided the solution of the problem 
sought by Ehrlich; "Terapia sterilisans 
magna.” 

Since Simpson and Jforton, anes¬ 
thetists have likewise been seeking 
agents able to eliminate pain easily and 
quickly for the length of time required 


•Presented at the Fourth International Assembly 
of the International College of Surgeons, New York, 
June, 1943. 


for the operation and without harmful 
reactions during the administrative and 
postoperative course. 

Chloroform, which for many years 
reigned as an autocrat in the operating 
theater, was banished little by little from 
hospitals, practically all over the world. 
Ether administered by the open mask 
and drop methods, and by means of many 
different machines, steadily gained favor 
in public hospitals and private clinics be¬ 
cause of the decrease in mortality. Eor 
many years other was used in its pure 
form; later on, it was mixed with nitrous 
oxide, carbonic acid and cyclopropane. 
With these new mixtures it was possible 
to mitigate, hut not to entirely eliminate, 
the consequences of shook, secondary 
nausea and vomiting, the pulmonary 
complications, thrombosis and embolism. 

■While inhalation narcosis progressed 
to some degree of perfection, a new form 
of "anesthesia was introduced with the 
employment of cocaine by Koller and 
synthetic products such as novocaine 
and snprarenine, the "chemical tourni¬ 
quet” as Braun called the latter. Later 
on, 

Cri 

All 

use 

nev 

har 

fha 

this 

thei 

all 

veil 

ane 

due 


175 



170 


ANESTHESIA 


absolute!)' innocuous method proved to 
be the ideal one. 

Distinct preferences for certain agents 
or methods of anesthesia are noticeable 
not only in various countries, but also 
in the surgical centers of each one of 
them. There still exist hospitals in Avhich 
other, pnre or mixed with gas, is em¬ 
ployed as a method of routine. In some, 
spinal anesthesia is used in the majority 
of cases; in others, local and regional 
anesthesia is considered the best method. 
In one of our hospitals the iDroportions 
are as follows: 

Per cent 


Local and regional anesthesia. 45 

Spinal anesthesia . 27 

Intravenous anesthesia . 21 

Ether, gases, chlorethyl. 8 


During the First World War, war 
surgery Avas confined to military organ¬ 
izations ; it was a military doctor’s spe- 
ialty. The casualties occurred only on 
attle-fields or in the cities attacked; the 
victims Avere nearly all soldiers. On the 
other hand, the arms used until then 
Avere bullets, shrapnel and bombs Avhich 
])roduced Avounds Avhich it Avas possible 
to classify in groups more or less of the 
same kind. 

In the present Avar, tlie multiple kinds 
of A’ulnerable agents, their extraordinary 
jAOAver and, aboA'e all, the aerial bom¬ 
bardments which demolish all kinds of 
buildings, causing great fires and casual¬ 
ties among the entire ciAulian population, 
lioth urban and rural, haA'e brought in 
their trail a series of ncAv and brutal 
traumatic Ic.^^ious and liaA'e transformed 
completely the limits and nature of Avar 
surgery. 

Tvms OF ANESTHESIA USED IN AVAR SUROEUV 

In Avar surgery all methods of anes¬ 
thesia must, of course, be employed, 
depending on place of occurrence, the 
kind of injury and the condition of the 


patient; hut it may nevertheless be pos¬ 
sible to establish some general principles. 

In simple fractures the treatment con¬ 
sists of suitable traction of the bone 
ends, in order to bring them into correct 
and anatomic position, maintaining a 
perfect immobilization, by means of 
plaster casts alone or by inserting pins, 
Avhich are imbedded in the plaster. These 
operations can be 2Derformed AAuth novo- 
caine solutions. A half loer cent solution 
is no longer used; a 2 joer cent solution 
is noAV recommended. In simple infiltra¬ 
tion Ave use the 1 per cent solution (the 
cautious use of this solution is not dan¬ 
gerous and the resulting anesthesia 
perfect). 

In the majority of hospitals local and 
regional anesthesia is not often used. 
Eesection for varices, operations on the 
thorax, hernia operations, chronic ap¬ 
pendicitis, rectal operations, gynecologic 
and urologic operations performed under 
general narcosis can be effectively per¬ 
formed under local anesthesia, thus 
avoiding the dangers and disabilities 
of a narcosis. In our opinion, the 
reason for this limited use of local 
and regional anesthesia is to be found 
in the ease of administration of gen¬ 
eral anesthesia and lack of knoAvledge 
of the exact technic necessary to effect 
good local and regional anesthesia. For 
this reason Ave recommend more training 
in this form of anesthesia, Avhich requires 
thorough anatomic knoAidedge and much 
experience. 

In compound fractures Aidtli severe 
bone lesions and AAmunds of the soft 
parts, Avhen it is necessary to perform 
“debridement” in order to enlarge the 
AAmunds and eliminate cellular spaces, 
recesses and bone fragments, and A\dicre 
the use of the Orr-Trueta cast is con¬ 
templated, general anesthesia must he 
re.sorted to in order to aAmid pain. 

After the patient in shock has receiA'cd 
the proper treatment, Pentothal is an 
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ideal anesthetic; it is easy to administer 
under good control and may be termi¬ 
nated at will, reqniring the minimum of 
surgical equipment and having no after¬ 
effects. IVhen the operation requires a 
long time, and the first gram of anes¬ 
thetic, which has been dissolved in 10 cc. 
solution, is used up, anesthesia can he 
maintained by injection of another gram 
of a weaker solution (100 to 300 ec. of 
serum). As the basic fundamental prin¬ 
ciples in the treatment of fracture eases 
are the use of a minimum amount of time 
for the initial treatment after the acci¬ 
dent and the anatomic replacement of 
the injured bones and soft parts by 
proper immobilization, the two foi-ms of 
anesthesia are indicated, and can be ad¬ 
ministered in first aid posts or in evacu¬ 
ation hospitals. 

As a matter of fact, anesthesia is 
nowadays first resorted to in the front 
linos. 'We know that every soldier car¬ 
ries with him a small quantity of sulfa 
drugs, as well as a small dose of mor¬ 
phine. Thus, when a man is wounded the 
physician or his assistant employs sulfa 
drugs locally and orally, and tlie dose of 
morphine is given intravenously. There 
are two reasons for advising this method: 
(1) because the required dose is usually 
very small and can be repeated; (2) be¬ 
cause the effect is instantaneous. 

Following these two preliminary treat¬ 
ments, the wounded man is sent to the 
Casualty Clearance Station, the evacua¬ 
tion liospital and later on the base 
hospital. 

Injuries of the thorax and severe con¬ 
ditions due to pneumothorax, open or 
closed, cardiac tamponage, and wounds 
of the thoracic wall must be treated 
under local or regional anesthesia; in a 
few cases intravenous anesthesia is ad¬ 
ministered, since inhalation anesthesia 
here is contraindicated. 

As far as injuries of tlie abdomen, the 
urinary tract or those involving the 


nervous system are concerned, the use 
of anesthesia in war surgery differs lit¬ 
tle from that employed in civil practice 
and in peace time. Therapeutic meas¬ 
ures may be resorted to in base hospitals, 
where necessary means for the purpose 
are available. 

In many cases of war snrgei-y it may 
be possible to use spinal anesthesia. I 
believe there are no surgical centers in 
the world where this ane.sthesia is more 
extensively used than in the United 
States and Mexico. Many surgeons nse 
spinal anesthesia for all kinds of opera¬ 
tions, with the exception of those on the 
thorax, neck and head. This form of 
anesthesia has great merit when prop¬ 
erly used and does not expose the patient 
to any difficulty either in the course of 
the operation or in the postoperative 
period. It is generally held that the 
cause of shock and the drop in blood 
pressure are duo to hypoglycemia, re¬ 
sulting from the blocking of the glyoo- 
genio function of the liver and that of 
the suprarenal glands. As a matter of 
fact, the systematic nse of glucose serum, 
judiciously administered at the same 
time as the spinal injection, and a small 
dose of cardiac stimulant and adrenalin, 
frequently prevent those dramatic acci¬ 
dents due to spinal anesthesia. Having 
tried all the cocaine derivatives, we con¬ 
cluded that the best and most effective 
one is pure novocaine dissolved in serum, 
combined with a small quantity of dex¬ 
trose by the method of continuous ad¬ 
ministration. 

While nothing new has been stated, 
there are many niles and principles 
known to all of us, of which it is rvell 
to be reminded, since they are either not 
followed or incorrectly executed. 

SUMMAKY 

A history of the evolution of anes¬ 
thesia during the past seventy-five years 
is given, the ideal having been attained 
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with, the introduction of intravenous 
anesthesia using barbiturates. 

In war surgeiy all types of anesthesia 
are necessary. Two per cent solution of 
pure novocaine is recommended in simple 
fractures, 1 per cent in simple infiltra¬ 
tion. In compound fractures, Pentothal 
is an ideal anesthesia, 1 gm. in 10 cc. 
solution followed by a weaker solution 
if necessary (1 gm. to 100-300 cc. of 
serum). Sulfa drugs and morphine are 
carried for use in the front lines. Local 
or regional anesthesia must be used in 
thoracic injuries, pneumo-thorax, cai*- 
diac tamponage. Spinal anesthesia is 
extensively used in the United States 
and Mexico for all types of war surger 3 ^ 

EESUME 

L’evolution de I’anesthesie durant les 
dernieres soixante-quinze annees est 
relatee. L’ideal a ete atteint par I’in- 
.(troduction de I’anesthosie intraveneuse 
par I’emploi des barbiturates. Dans la 
chirurgie de guerre, toutes les formes 
d’anesthesie sent necessaires. L’auteur 
recommande une solution de 2 pour cent 
de novocaine dans les fractures simples, 
de 1 pour cent pour I’infiltration. Dans 
les fractures ouvertes, le pentothal est 
I’anesthetique de choix: 1 gm. dans 10 
cc. de solution, suivi de solution plus 
faible si necessaire (1 gm. dans 100-300 
cc. de serum). Les medicaments sulfa 
et la morphine sent accessibles dans 
les avant-postes. L’anesthesie locale ou 
regiouale est indiquee dans les trauma- 
tismes du thorax dans le pneumothorax 
et pour la tamponnage cardiaque. L’anes¬ 
thesie rachidienne est beaucoup em¬ 
ployee aux Etats-Unis et au Mexique 
pour la chirurgie de guerre. 

SUMARIO 

El autor liace revista de la evolucion 
do la anestosia on los sotentaicinco afios 
pasados, llogando al ideal con el uso de 


la anestesia intravenosa empleando los 
barbiturates. 

En la Cirugia de Guerra es necesario 
escoger uno o mas de todos los tipos o 
metodos acostumbrados e indicados. El 
uso de una solucion de 2 por ciento novo- 
caina pura se recomienda en fracturas 
simples; 1 por ciento para infiltracioii 
seneilla. En fracturas abiertas, el Pen- 
total es ideal, 1 gm. en 10 cc. solucion, 
seguido por una solucion mas debil, si 
es necesario (1 gm. a 100 o 300 cc. de 
solucion). Las drogas sulfas y morfina 
son utilizadas en las lineas frentes de 
combate. La anestesia local y regional 
y raquidea deberan ser empleadas en los 
danos toracicos, neumotorax y tam- 
ponagecardiaco. 

La anestesia espinal se practica ex- 
tensamente en los Estados Unidos^ y en 
Mexico en toda clase de Cirugia de 
Guerra. 

jlaerca onncanne iiCTOpnii aBOJiygnn 
aHecxesnii sa nepuo^t nocjieAHiix 75 Jiet, 
npnneM npcKpacHue pe3yjii.TaT£i dtiAii no- 
cTnrHyxH c BBegeHneM naxpaBenosiioii 
anecxesiiH c npiiMeHeHHCM dadiixypaxOB. 

B BOCHHofi xnpypxHii hmciox saiKHoe sna- 
'icHiie Bce MexoAU aiiecxesHH. Ilpn npocxi-ix 
nepejiosiax peKOMeuflyexca 2-x nponenxHufi 
pacxBop 'iiicxoro HOBOKanna, npH npocxoM 
iiH^MBxpaxe 1 nponeHX. IIpH ycjioJKHeii- 
HHx nepejioMax Haiijiy'iineii aHecxesnefi 
jiBjiHexca IleHxoxaji (Penthotal) 1 xpM. na 
100 K. c. pacxBopa h, ecjiii iieodxoAnno, 
saxcM 6o.xee cjiadnli pacxBop (1 rpM. na 
100-300 K. c. CHBopoxKii). Ha nepeAon'^^ 
noaimnax npHucHHioxca cyjit^axti ii Mop- 

$nn. Ilpir ropAOBHx paHCnnax, nneBMO- 
xopaKce, cepACHHux saxynopKax ^^Ojiaaia 
npnjieHBXBCH iiecxHaa iijxii odjacxHaa aiie- 
cxeaiiB. B Coe;;iiHeHHiJx IUxaxax ii Mexcn- 
KC A-m Bcex Bn;;on Boeiinofi xiipyprnn npea- 
Buxafino mnpoKO npiuieiiBexca cnniiiio- 
iiOBxoBaa anecxesiia. 



Present Treatment of W ounds and Burns* 

CAPTAIN REYNOLDS HAYDEN, MEDICAL CORPS, U. S. NAW 
DISTRICT MEDICAL OFFICER, THIRD NAVAL DISTRICT 


T he mobile character and greatly 
increased aerial activity of the 
present rvar has necessitated con¬ 
siderable change in medical procedure 
in combat areas. tVhile the first emer¬ 
gency treatment of casualties presents 
the same problems as heretofore—con¬ 
trol of hemorrhage, treatment of shock 
and prevention of infection—^wounds of 
the present tvar are frequently multiple, 
severe and extensive, predisposing to 
infection and accompanied by severe 
shook. Medical units in forward areas 
must now ho mobile and prepared to do 
what was previously considered “lios- 
pital surgery” at a main dressing station 
near the firing line. Surgeons attached 
to these units must he qualified to do 
traumatic surgery of any part of the 
body. 

British reports from North Africa 
state that two limiting factors, the short¬ 
age of water and the need to limit sup¬ 
plies, keep desert surgery to hare 
simplicity. The essentials of asepsis are 
masks and gloves, and these, with shorts 
for decency, are all that the desert sur¬ 
geon wears for most operations. The 
gloves are scrubbed on the hands and 
worn until they give out. The operating 
room assistant handles instruments and 
towels with forceps but does not scrub 
up. The patient’s clothes are removed 
only round the wound and scrubbing and 

•Presented at the Fourth International Assembly 
of the International College of Surgeons, New York 
City, June, 1943. 


shaving are also limited to its neighbor¬ 
hood. Only for an abdominal or head 
wound is the full ritual of two persons 
capped and gowned adopted. 

EFFECTS OF PROJECTILES 

The effects of high velocity projectiles 
upon the body tissues are not generally 
appreciated by the civil surgeon. In the 
immediate vicinity of the explosion of 
an aerial bomb, the bomb fragments 
have a velocity of some 5000 feet per sec¬ 
ond. These fragments are irregular in 
shape and size and frequently cause 
multiple or great gaping wounds with 
extensive tissue destruction. 

The modem high velocity rifle bullet 
produces a variety of wounds. Those of 
entrance and exit may be small and the 
wounds readily heal. If bone is struck, 
however, the bone fragments act as pro¬ 
jectiles and the wound of exit is large or 
there is great destruction of the deeper 
tissue. Richocheting bullets and metal 
fragments cause the most severe and re¬ 
volting wounds. 

EMERGENCY TBEATJIENT 

The majority of casualties need i/t gr. 
of morphine promptly. More than this 
amount is likely to increase the symp¬ 
toms of shock and may depress 
respiratory center. IVhen rcT ;' 
is urgent,.an intravenous do- 
kJ gr., diluted to at least 1 cc. wi 
water and injected j' ' 
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minute or more, will reduce pain almost 
immediately. Morphine should not he 
used in head injuries unless complicated 
by extensive injuries elsewhere. It 
should never he used routinely’-. 

Our conception of wound infection has 
changed during the present war. We 
now know that many of the more viru¬ 
lent organisms are not introduced into a 
wound by the missile but are introduced 
when it is being dressed. Greatest dan¬ 
ger of infection is from the fingers, nose 
or mouth of the person who first in¬ 
spects and treats the open wound. 

At the first dressing, hemorrhage is 
controlled, the wound grossly cleaned 
and powdered sulfonamide sprinkled or 
poured into the wound. A sterile oc¬ 
clusive dressing is then firmlj^ applied. 
The severely wounded are given two 
grams of sulfadiazine internally immedi¬ 
ately after injury, followed by one gram 
'■every six hours as indicated. First aid 
)ackets now contain a package of crystal- 
ine sulfanilamide and another of sulfa¬ 
diazine tablets for this purpose. 

Wo have found that gauze moistened 
with saline or azochloramid solution 
gives the best results as a wound dress¬ 
ing because free drainage is permitted. 
Dry dressings tend to trap exudate be¬ 
neath an impervious layer of caked 
liowder while vaseline gauze tends to 
dam hack the exudates, the sulfonamides 
losing their potency in each case. 

Xaval experience has definitely shovm 
the value of the s\ilfonamides locally in 
(he prevention of wound infection. Crys¬ 
talline sulfanilamide has been quite 
satisfactory for this purpose. Sulfa- 
thiazole has been unsatisfactory because 
it cakes, forms a plastic cast and pre¬ 
vents drainage. iMierocrystalline sulfa- 
thiazole, however, is more satisfactory 
locally than sulfanilamide. 

Ivecent investigations have indicated 
that the sodium salts of sulfadiazine or 
sidfathiazole. hecause of their much 


greater solubility, are more efficacious 
when used locally for prevention of 
wound infection than other sulfa prep¬ 
arations. 

In deep wounds, a sulfonamide suspen¬ 
sion is injected into the wound pocket. 

No attempt should he made to remove 
metal fragments from wounds at the 
first dressing unless readilj'^ accessible. 
The incidence of cellulitis or severe in¬ 
fection is apparently not increased by 
even large metal fragments. 

Except in superficial wounds, it is im¬ 
perative that no wound closure be at¬ 
tempted at the first dressing. The great 
majority of wounds which have received 
primary suture at the first aid station 
become badly infected. Following local 
treatment, sutures may be placed, left 
long and tied after the third day if there 
is no infection or secondary closure may 
he done later when indicated. Uncon¬ 
scious patients should be transported 
prone rather than on their backs in order 
to permit falling forward of the tongue 
and escape of saliva. 

Because of their importance, emer¬ 
gency treatment of wounds will be sum¬ 
marized by regions; 

HEAD WOUNDS 

The majority of penetrating wounds 
of the head, although not immediately 
fatal, will result in death unless the 
wounds are properly treated from the 
beginning. All wounds of the scalp 
should be considered as serious. Even 
without associated fracture, these 
wounds are dangerous because of pos¬ 
sible infection. Final suture and closing 
of scalp wounds should only'^ be done in a 
properly equipped operating room 
where associated skull fracture or brain 
injury can be properly treated if pres¬ 
ent. If the circumstances are .such that 
the patient cannot be transported within 
a reasonable time to a place where com- 



HEYNOLDS HAYDEN 


181 


plete operating facilities are available, 
then as thorough a surface operation as 
possible may be done in the field dress¬ 
ing station. AVhile this leads to primary 
healing of the scalp wound without treat¬ 
ment of the possibly co-existing shull 
fracture or brain injury, these can be 
safely treated later if the scalp wound 
has healed and there is less danger of 
infection than if the scalp wound is left 
open indefinitely. 

AVounds of the face are an exception 
to the rule against primary suture. They 
are usually not deep, can be easily 
cleaned and may be sutured without ten¬ 
sion. Because of the excellent blood sup¬ 
ply, primary healing usually results. 
Suture is especially recommended for 
wounds of the mouth. Those frequently 
give excellent results from primary 
wound suture. In case of wounds of the 
upper eyelid, in addition to suturing the 
wound itself, it is better to suture the 
margins of the upper and lower lids to¬ 
gether with a few interrupted sutures to 
prevent lid contraoturo until the patient 
can bo properly treated by a plastic sur¬ 
geon. The technic is mechanical cleans¬ 
ing, free sprinkling or spraying with 
sulfonamide powder, suturing preferably 
with fine, alloy-steel wire, and applica¬ 
tion of a pressure dressing. 

CHEST WOUNDS 

These wonnds permit air to rush in 
and out of the pleural cavity, cause 
marked shock and death and must be 
promptly closed if the patient is to live. 
They may be closed with a large pad of 
gauze from the first aid packet, though 
moist gauze is bettor. If neither of these 
is available, the wound must be quickly 
closed with anything obtainable, the 
man’s shirt, an ordinaiy thread and 
needle, etc. 

Cutaneons emphysema is frequently 
noted in areas near the thoracic wound 


where fine crepitus may be detected. 
This is comparatively unimportant as 
the air usually originates from outside 
the lung. 

Emphysema in the region of the neck 
indicates that gas bubbles have pene¬ 
trated into the mediastinum where it 
induces dyspnea, circulatory disturb¬ 
ances and early death unless relief is 
given. Puncture is of no avail in these 
cases and onlj' an extensive incision in 
the neck -svill adequately relieve the 
condition. 

The outlook is more favorable if the 
air has escaped from the lungs and 
gathered in the pleural area. In this 
case, tension needs to be watched for im¬ 
mediate treatment if necessary. Too 
much tension is characterized by intense 
dyspnea, tense auxiliary respiratory 
muscles, and the patient seeks relief by 
throwing his arms about. Only a small 
opening, a small puncture, is required 
to relieve this condition. Permanent 
drainage may be obtained by leaving the 
punoturo-needlo in position for twelve 
to twenty-four hours or longer. Thorac¬ 
otomy may later become necessai-y but 
is preferably not attempted in the field. 

In treating chest wounds, care must bo 
exercised not to induce an open pneumo¬ 
thorax by injuring the parietal pleura. 
Simply cleanse carefully, sprinkle with 
sulfonamide and apply a sterile dressing. 
Should pressure rise rapidly in a closed 
pneumothorax, air maj'be aspirated from 
the pleural cavity by simple puncture in 
the absence of a pneumothorax appara¬ 
tus. Eemoval of foreign bodies should 
not be attempted until the patient 
reaches a hospital. Both British and 
American reports emphasize the neces¬ 
sity for conservative front line thoracic 
surgerv. 


i 
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of dressings if no preparations have 
been made to meet this possibility. A 
wounded man who is able to breathe ade¬ 
quately in a watertight, well adjusted 
bandage, may die during the change of 
dressing. 

ABDOMINAL WOUNDS 

Patients with abdominal wounds re¬ 
quire early operation, or thej’’ will de¬ 
velop a fatal peritonitis. These cases, 
both before and after operation, stand 
travel worse than an^'- other class of in¬ 
jury. They must be operated on at the 
nearest point to the firing line vdiere an 
expert surgical team can be placed. In 
the field, freely sprinkle the Avound Avith 
poAATlered sulfonamide and eAmcuate to 
hospital or adequately equipped dress¬ 
ing station as soon as possible. Too 
much time should not be AA^asted tiying 
to overcome shock before evacuation. 
After operation, these patients must not 
•be further transferred for at least four 
and often ten days, until they have estab- 
lislied equilibrium. Earlier in the A\'ai*, 
many of these patients AA'ere evacuated 
by air after a relatiA’^ely simple opera¬ 
tion and died in consequence. In so far as 
]-)racticable, arrangement should be made 
for a certain number of beds at each for- 
Avard medical center for the care of ab¬ 
dominal cases. 

TREATMENT OF SHOCK 

Shock is the number one factor com¬ 
mon to all AA-ar casualties. Treatment 
should start before its onset. Waiting 
for the clinical picture to develop before 
instituting treatment invites disaster. 

The best field ])revenlive of shock is 
blood jdasma. It should be giA'en all seri¬ 
ously Avonnded patients as soon after 
injury as possil)le. certainly innnediately 
after arrival at the first casualty station. 
Transfusions of idasina in this zone will 
do more to reduce mortality from shock 


than any other single factor. All mem¬ 
bers of the field medical units should 
thoroughly understand its administra¬ 
tion. The minimum amount given is 500 
cc. Some Avounded require 1000-1500 cc. 
before they are evacuated to hospital. 

Vasoconstrictive drugs and circula¬ 
tory stimulants are of little use in treat¬ 
ment of shock. Recent reports on adrenal 
cortical extract by the National Research 
Council state that it has no discernible 
effect on traumatic or burn shock in man. 
Bandaging of limbs does no good unless 
required locally for Avounds. 

HOSPITAL TREATMENT OF AVOUNDS 

Wounds gWen emergenej’^ sulfonamide 
treatment are usually more or less filled 
Avith caked poAvder AAdien received in the 
hospital. While they are not sterile and 
there may be some necrosis or sloughing, 
there is rarely any spreading infection 
or fever. It has been found inadvisable 
to try to remoA’’e this sulfonamide. The 
Avound area should be thoroughly 
cleaned, the Avound irrigated A\uth normal 
saline solution, skin and fascia incised 
along anatomical planes to lay all parts 
of the Avound open and alloAV any deep 
accumulation to more readily escape; 
loose and obviousl}’- deAutalized tissue is 
rapidly cut aAvay AAuth scissors. No at¬ 
tempt is made at radical debridement. 
Using this method, the aAmrage surgeon 
can care for three patients in the time 
required for one thorough debridement; 
the patients lose less blood, require le.ss 
anesthetic, traA’^el better and their 
Avounds are in as good condition upon 
arriA’al. Reports from the Pacific and 
African combat areas .state that the local 
use of sulfonamides plus nonsuture of 
Avounds at first dressing haA^e made rad¬ 
ical AA’ound debridement unnecessary. 
Those treated conservatively may he 
clo.^ed later by secondarj’^ suture, Avliere- 
as the others require later .skin graft and 
plastic operations. 
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On the other hnnd, some recent reports 
from the Iitiddle East and North African 
combat areas have stated that wounds 
packed with sulfanilamide did no better 
than those without it and that more rad¬ 
ical debridement and prophylactic use 
of anti-gas serum is neeessai’j’ to prevent 
gas gangrene. From what I saw of the 
efficacy of local use of sulfonamides in 
preventing wound infection at Pearl 
Harbor, I cannot agree that wounds do 
as well without as with sulfonamide 
locall}’. These reports do, however, 
emphasize recent waniings that the local 
use of sulfonamides is not a substitute 
for adequate surgery and that their use 
alone will not necessarily prevent gas 
gangrene or other infection developing 
in deep wounds. For example, wounds 
caused by fragments of aerial bombs 
often have a small wound of entrance 
and extensive damage beneath. These 
deep wounds must he thoroughly opened, 
debridement used as indicated, dusted 
with sulfonamide powder and loft open 
for at least three days. 

With this treatment, the wounds are 
relatively painless and become clean in 
quite a short time. 

In connection with use of sulfonamides 
in wound treatment, it should be remem¬ 
bered that it is now a well recognized 
fact that the entire group of sulfonamide 
compounds, in occasional patients, may 
produce most serious and bizarre effects 
on the blood colls. These drugs, there¬ 
fore, should not bo continuously or ex¬ 
tensively used with any one patient 
except under competent medical super¬ 
vision. Nor should excessive amounts 
he used locally or intrapcritoneally. 
This, however, does not affect their use 
in first aid for the wounded. 

Specific wound treatment in hospitals 
will be summarized by anatomical 
regions:— 

Hearl. It sulfonamide and sterile 
dressing wore used in the emergency 


treatment of the wound, operation may 
be delayed as much as forty-eight hours 
after iniuiy and the wound still treated 
as a fresh wound. The most important 
part of the operation is a thorough 
cleansing and debridement of the wound 
tract in the brain. This may contain 
hair, dirt, grass and bone fragments. 
Damaged brain tissue and blood clots are 
removed by suction and all foreign ma¬ 
terial carefully washed or picked from 
the wound. It is then gently irrigated 
with large quantities of sterile saline 
solution, all bleeding controlled, the 
wound tract filled with sulfanilamide 
powder and the external wound closed. 
Sulfanilamide is most effective for open 
wounds of the head. Symptoms of 
cerebral irritation, characterized by 
Jacksonian seizures, have followed the 
insertion of sulfathiazole and sulfadi¬ 
azine in brain wounds. The missile 
should be removed if reasonably ac¬ 
cessible but otherwise left alone. 

In head wounds operated on more than 
forty-eight hours after injury, the wound 
tract should bo cleaned and debridement 
done as just described, the entire wound 
filled up to the skin with powdered sul¬ 
fanilamide and the tract loosely packed 
with sterile vaseline gauze or gauze 
strips surrounded by rubber tissue. 

Chest. Wounds of the chest vary con¬ 
siderably. Through and through bullet 
wounds may cause practically no symp¬ 
toms, the bullet passing through the 
chest and leaving only small wounds of 
entrance and exit. Small shell fragments 
may traverse tlie lung and lodge in the 
chest wall of the opposite side. Patients 
will shell fragments in the lung may spit 
blood for a day or two and have no other 
sjTnptoms. Varying degrees of hemo¬ 
thorax or hemopneumothorax are fre¬ 
quent. These patients usually run a 
fever of 101° or 102° F., ' ’ ... , ^ F., 

but they rarely i’ ’ • d 

should ho treated .. 
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1 hough empyema may seem to he de¬ 
veloping. Aspiration is not done except 
for respiratory embarrassment or for 
diagnostic purposes. In all our cases, 
the temperatures gradually fell to nor¬ 
mal as the blood was absorbed, and no 
empyema developed. 

In case the wound is large, it should 
he rapidly cleaned, debridement used 
as necessary, easily accessible foreign 
bodies removed and blood sucked from 
the pleural cavity if possible. Sulfona¬ 
mide powder is then freelj^ sprinkled or 
sprayed in the pleural cavitj’' and the 
wound closed tightlj’'. 

Abdomen. Patients with abdominal 
wounds are usualty badlj’- shocked but 
time spent in resuscitation lessens their 
chances of survival. A pint of blood 
may be rapidly given but the patient 
should then be promptlj’- taken to the 
operating room, with the drip still run¬ 
ning if there seems the slightest chance 
that he will survive the operation. If 
these is doubt of intra-abdominal injury, 
it is better to do an exploratory lapa¬ 
rotomy than to wait until the diagnosis 
is certain. When there is doubt as to 
whether tlie abdomen has been pene¬ 
trated, it is safer to make a small inci¬ 
sion above the pubis and pass a swab 
into the pelvis than to wait for physical 
signs of peritonitis. A conscientious 
effort must be made to repair these 
wounds as recovery often occurs in an 
aiiparcntly hopeless case. 

Recent reports from combat areas 
emiihasize tlie following points in sur¬ 
gery of abdominal wounds: 

(1) A straight through incision is bet¬ 
ter than a rectus retracting one; it is 
tjnicker and heals better. 

(2) The serious damage done by tinv 
pieces of metal penetrating the abdomen 
have enpihasized the necessity of careful 
study of every abdominal wound no 
matter Imw insignitieant it may seem, 
lixamine the alidoininal viscera system¬ 


atically and thoroughly regardless of the 
location of the external wound. 

(3) Resection should not be done un¬ 
less the blood supply is inadequate. 

(4) Patients with perforation of the 
large gut do not do as well as those hav¬ 
ing perforations of the stomach and 
small intestine because of complicating 
wound infection or fistula formation. It 
is probabl}^ better not to close the skin 
and subcntaneous tissues in these cases. 

(5) The large intestine must he e.x- 
teriorized and drained after any injury, 
however trivial. If the injured part is 
mobile, it should be resected and the ends 
brought to the surface as a double-bar¬ 
reled colostomy. If it is fixed, the injury 
should be repaired and a proximal colos¬ 
tomy done. Any injury of the rectum, 
especially an extra-peritoneal one, de¬ 
mands a proximal colostomy. This prin¬ 
ciple of exteriorization is one of the most 
important advances in the surgery of 
this war. In the last war, the death rate 
in injui'ies of the colon was about 70 per 
cent and in those of the rectum about 
90 per cent. It is noAV about 50 per cent. 

(6) Except in relativelj’’ clean cases, a 
small tube (No. 10 catheter) should be 
inserted to the point of maximum soiling 
and brought out through the incision. 
At the end of the operation, a suspension 
of 10 gm. of sulfadiazine in 50 cc. of 
saline is injected slowly down the tube, 
which is then tied across and tucked in 
the dressings. If the progress of the 
case seems to demand it, more sulfa¬ 
diazine is put doAvn on one or two subse¬ 
quent occasions and the tube finally 
pulled out. When this is not done, scat¬ 
ter 8 to 10 gm. of poAvdered sulfonamide 
through the abdominal cavity at the end 
of operation. 

(7) All patients AAuth injury of the in¬ 
testinal tract should be nursed aftei- 
AA’ards in the PoAvler position, Avith 
continuous gastric suction and continu¬ 
ous intraA'cnous fluids. 
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Extremities. “Wounds of the extremi¬ 
ties constitute more than two-thirds of 
hospital admissions of war casualties. 
Metal fragments in the tissues is per¬ 
haps the most frequent surgical condi¬ 
tion encountered. These fragments may 
number hundreds. Most of them give no 
trouble and should he left alone unless 
readily accessible, being removed only 
when they lie in joints or cause symp¬ 
toms. It is sometimes necessary to re¬ 
move them for psychological reasons. 
“Wounds of joints do not do as well as 
wounds of the soft tissues. With them, 
as little surgery as possible should be 
done. A sulfonamide suspension should 
he injected in the wound and a cast 
applied. 

Secondary hemorrhage is a constant 
danger in battle casualties. Metal frag¬ 
ments which produce relatively small 
wounds may partially sever arteries and 
cause large pulsating hematomas with 
constant danger of massive hemorrhage. 
The only safe way of treating a pulsat¬ 
ing hematoma is by ligation of the in¬ 
volved artery above and below the 
injury and division of the vessel. The ac¬ 
companying vein is also usually ligated. 
The collateral circulation is good, and 
complications do not occur following the 
double ligation. Attempt at arterial 
suture is not recommended. The sac is 
not excised hut scraped with gauze, 
washed clean, sprayed with sulfonamide 
powder and then obliterated with a few 
interrupted sutures. 

Fractures are usually compound. 
These are treated the same as wounds of 
the soft tissues and the limb put up in 
plaster if available, traction being in¬ 
corporated if necessary. 

The sulfanilamide-Orr-Trueta plaster 
cast treatment for extensive wounds of 
the extremities, with or without asso¬ 
ciated fracture, was used for all sndi 
wounds at Pearl Ilarhor and the excel¬ 
lent results then obtained have been con¬ 


firmed in other combat areas. Plaster 
immobilization of extremities after 
severe wounds with or without fracture 
very definitely relieves pain and pro¬ 
motes healing. With this treatment, 
tlicse patients can be transported long 
distances in comparative comfort, with¬ 
out change of dressings, while their 
wounds improve instead of becoming 
worse. 

In applying this treatment, the wound 
is first treated as has been described. It 
is preferable for the laj'er of gauze 
dressing next the surface of the wound 
to be treated with vaseline or other 
lubricant. Then, if the blood supply of 
the limb is adequate, an accurately fit¬ 
ting plaster east is applied, padding 
being placed only over bony promi¬ 
nences. No window is loft over the 
wound as this promotes herniation of 
tissue. Skeletal traction may be incor¬ 
porated if necessary. In the absence of 
complications, which are rare if the 
wound has been properly handled, the 
cast is preferably not removed for throe 
weeks after application even though a 
terrific odor develops. This frequently 
occurs with open wounds but is due to 
discharging wound secretion beneath the 
cast and is not a sign of serious infec¬ 
tion. Every war wound, however, needs 
to bo examined and checked at the end 
of three weeks. 

Patients with infection who are 
dressed frequently with consequent 
movement of the atfected part do not do 
as well ns those with whom the dirty 
dressings are left in place in the plaster. 
Frequent treatments, while occasionally 
required, cause unnecessary discomfort 
to the patient and the severity of the in¬ 
fection is increased. Plaster cast with 
infrequent dressings gives better results 
than hot soaks or other forms of fre¬ 
quent local treatment. 

Eecently, the Eoger Anderson and 
Stader Fixation and Eeduction Splints 
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have been found of great value for closed 
fractures. 

The war has produced a considerable 
increase in fractures of the os calcis 
among naval personnel. Most of these 
casualties are now the result of the ex- 
plosion of torpedoes or bombs below 
decks, this causing a sudden and forcible 
buckling upward of the ship’s deck on 
which the man is standing. These frac¬ 
tures are frequently bilateral, as the 
man’s weight is usually rather eventy 
distributed on both feet at the time of 
impact. The os calcis of one foot, how¬ 
ever, may be more comminuted or com¬ 
pressed than the other. 

Amputation. Patients may be received 
who have had a traumatic amputation or 
in whom the bone had been so severely 
damaged that immediate amputation is 
necessary. In selected cases where the 
patient is in good condition and ade¬ 
quate operative facilities are a%milable, 
amputation with flap and primary suture 
is perhaps .iustified. The vast majority 
of such patients however are received 
under adverse circumstances. In them, 
a g-uillotine type of operation is iisually 
advisable, all structures being cut across 
at the same level and the wound treated 
as any other large open wound. Later, 
attomiit must be made to cover the bone 
end with soft parts or re-amputation 
done if necessary. 

Skin (frafts. Use of sulfonamides alone 
does not necessarily clean up a granu¬ 
lating wound surface for skin graft. Re- 
]iorts from the southwest Pacific state 
that the best results are obtained by 
si)rinkling the wound with powdered 
sulfanilamide, covering this with gauze 
saturated with 1-500 solution of azo- 
chloramid in glyceril triacetate, covering 
this with gauze dressings saturated with 
nonnal saline solution and bandaging 
with an elastic ])ressure bandage. The 
dressing is kept moist with saline solu¬ 
tion injected into the dressing through 


catheters. Wounded extremities should 
be elevated. This dressing is changed 
once a day. After forty-eight hours, the 
granulating surface is usuallj^ clean, firm 
and red. Third degree burns should he 
grafted as soon as they are uninfected, 
usually four to six weeks after injury. 
Paper-thin Thiersch or split-thickness 
grafts are superior to iDincli grafts, heal¬ 
ing being more rapid and complete and 
end-results better. 

Anesthesia. Spinal anesthesia is 
poorly tolerated by severely wounded 
patients. Local anesthesia may be em¬ 
ployed if adequate for the occasion. In¬ 
travenous anesthesia is chiefly used for 
short procedures or to supplement local 
anesthesia. It is usually loreferable in 
chest wounds but patients with abdom¬ 
inal wounds do not take it Avell. Pen- 
tothal has been quite satisfactorj^ The 
majority of our patients in the field are 
given open drop ether unless an expert 
anesthetist is available. This is suitable 
for all casualties except those having' 
chest wounds and can be successfully 
given by comparatively inexperienced 
anesthetists. 

Gas gangrene has been infrequent in 
the present war. Use of the sulfa drugs 
and leaving the wound 02 ien at time of 
first dressing has been considered chiefly 
responsible for this decrease, though the 
fact that but little fighting has occurred 
in well-cultivated agricultural areas since 
our entry in the war undoubtedly has 
some bearing. 

Early diagnosis is extremely important 
and is based on the following three early 
symptoms occurring twentj'-four hours 
or more after injury:— 

1. Watery, brown discharge. 

2. Brawny discoloration about the 
wound edges. 

3. Tyqoical “dead rat” or garlic-like 
odor—always present. 

A wound showing these three early 
symptoms must be immediately and 
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widely opened wifliout waiting for labo- 
I’ntory report. It must bo radically 
treated by debridement, freely sprinkled 
with sulfonamide powder and left open. 
Anti-gas serum sliould also be used, the 
first dose three times the ordinary dose; 
then every four to eight hours as 
iudieated. 

BURNS 

Burns have been one of the most seri¬ 
ous types of wounds during the present 
war and are much more common than in 
the first World War. Under conditions 
of modern warfare, they comprise some 
CO per cent of the casualties. 

The most important and immediately 
imperative treatment of burns is to allay 
pain and combat sliook. Morphine and 
blood plasma are the prime factors in 
treatment. Local treatment may be ap¬ 
plied simultaneously or it may wait. 
Plasma has been almost a specific in 
these case.s. 

The amount of plasma to be given of 
course varies with tlie condition of shock, 
area of burn, etc. As with wounds, at 
least 500 cc. sliould bo given severely 
burned patients as soon as possible. The 
worst eases need more. Plasma must be 
given rapidly, 500 co. in five minutes, to 
the patient in critical condition; it must 
not be allowed to flow drop by drop. 
Syringe injection may be used. A good 
practical rule for twenty-four-hour ad¬ 
ministration of plasma at hospital or 
in the field is that used by- the Navy: 

1. 100 co. of plasma for every 1 per 
cent of body surface burned, up to 4 or 
5 litres. The palmar surface of one hand 
represents approximately 1 per cent of 
total body surface; the chest and ab¬ 
domen about 20 per cent. 

2. Always give in divided doses. 

3. Tf hematocrit determination can be 
done, give 100 cc. of plasma for each 
point above 50 per cent cells. 

Following plasma, normal saline solu¬ 


tion with 5-10 per cent glucose or 1.8 
per cent sodium lactate solution may bo 
given intravenously or orally, if neces¬ 
sary for fluid intake, but should not e.x- 
ceed the volume of plasma given in any' 
one twenty-four hours except when there 
is severe liemoconcentration, hematocrit 
about 70 per cent cells. The sodium lac¬ 
tate solution should be given orally if 
the patient can take liquids. 

Because of the condition of the skin, 
edema, etc., it may be extremely difficnlt 
to find a vein for plasma injection. At 
Pearl Harbor, it was necessary to use 
veins anynvhere on the body for this pur¬ 
pose. The femoral vein is nearly always 
available and- can be easily reached by' 
introducing the needle at right angles 
to the skin 114 in- below the midpoint of 
Ponpart’s ligament and medial to the 
palpable pulsating femoral artery'. 

A point not generally appreciated is 
that, in emergency due to absence of 
available peripheral veins, intravenous 
medication of blood plasma or citrated 
whole blood can be administered through 
the corpus cavernosum of the penis. In 
occasional oases, this could easily be a 
life saving procedure. Slightly more 
pressure is needed than for ordinary 
intravenous infusions but the rate of flow 
may be as rapid there as elsewhere. This 
method is not recommended for other 
solutions because of the risk of chronic 
cavemositis. 

Human serum albumen may he used in 
emergency treatment in place of plasma. 
While the indications for its use are the 
same, it is not a substitute for plasma. 
While early administration will prevent 
the fall of blood pressure associated with 
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n])oii tissue fluid to increase the blood 
voliuue, cousiderably g-reater clinical 
judgment is required for its use than for 
the use of plasma. The ■written precau¬ 
tions included in every package of sei-um 
albumen should be constantlj’’ borne in 
mind. Dehydrated patients must receive 
adequate fluids parenterallj’-. Serum al¬ 
bumen is contraindicated in cardiac 
degeneration. 

Local treatment of burns continues in 
a state of flux. Unfortunatehq no stand¬ 
ard local treatment can be recommended 
and the individual physician must be 
guided by his own experience, judgment 
or preference and the remedies available. 

Burned areas covered -with heavy fuel 
oil may he cleaned by gently wiping them 
with absorbent cotton soaked in a puri¬ 
fied mineral oil such as Nujol. This 
leaves a thin, oily film which is more 
■eadily removed. Several detergents 
eadily obtainable commercially are also 
excellent for this purpose. These are 
Drene, Dreft and Orvus. They are all 
u.‘?ed in 5 ])er cent solution and remove 
l)ractically all oil. 

Burns have recently been successfully 
treated with double strength, normal 
saline solution locally or in a tub. Pendle¬ 
ton's ])aranin spray method is still being 
successfully used. 

Prepared thin therapeutic membranes 
or films in which various chemothcra- 
])eutie agents were incorporated have 
l)eeu highly recommended during the 
past year. These contain 10 to 15 per 
ceiu sulfanilamide, buffer, and with or 
wiilu)ut a/.ochloramid. They have not 
entirely ])revented infection however. 

Fox has very successfully used an 
ointment contaiiiing 5 per cent tannic 
aeid and f’> per cent sodium sidfadiazine 
in :ni anhydrons base as lirst treatment 
for liurns. This ])rodnccs a rapid but 
iicht tanninv and a soft, pliable but 
tM!!L:h e-v'l.'.-tr uldeh moves frer-ly over 
imd'-rlyinv ti^sm--;. There is prompt 


relief from pain while edema and ooz¬ 
ing from the burn is definitely re¬ 
duced. Infection is well controlled. This 
worked very well in the case of one 
patient whose extensive burns were 
grosslj^ contaminated. 

The Subcommittee on Burns of the 
National Eesearch Council has con¬ 
demned the use of tannic acid in any form 
for the first aid treatment of burns, and 
has discredited its use for the definitive 
treatment of third degree burns because 
the eschar tends to lock in infections, to 
devitalize tissue and to preclude the use 
of any other forin of treatment. Serious 
toxic reactions, principally liver, have 
been reported where delayed or incom¬ 
plete tanning permitted absorption of 
much tannic acid. 

At Pearl Harbor, we used powdered 
sulfanilamide, 0.8 gm. in 100 cc. of min¬ 
eral oil on fresh burns and powdered 
sulfanilamide or powdered sulfadiazine 
covered with compresses wet with nor¬ 
mal saline or aqueous solution of azo- 
chloramid, on infected burns Avith good 
results. After the raid of December 7, 
1941, Ave used the sulfadiazine in tri¬ 
ethanolamine spray on a feAV cases, 
lldiile satisfactory, Ave felt that the time 
and indiAudual attention required pre¬ 
cluded its use Avhen any great number 
of severely burned patients are to be 
treated. 

Decent rei^orts from the Pacific com¬ 
bat areas state that burns Avere satis¬ 
factorily treated by appljdng dressings 
of fine mesh gauze impregnated Avitli 
6 per cent sulfanilamide in equal parts 
of cold cream and lanolin. Several lay¬ 
ers of sterile gauze are applied OAmr this, 
followed by cotton elastic compression 
bandages. Best results Avith infected 
burns Avere obtained from AA-et dressings 
of 2 per cent acetic acid. 

Recently, the sodium salts of sulfa- 
Ihiazole and sulfadiazine liaA'e been suc- 
ee.-j.sfully used by Pox and Tamarind 
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in the secondary local treatment of ex¬ 
tensive second and third degree burns, 
commencing about one week after injury. 
Fine mesh gauze impregnated with a 10 
per cent suspension of sodium sulfa- 
tliiazole in petrolatum is applied to 
burned surfaces and changed every two 
or three days as indicated. The granu¬ 
lating surfaces gradually presented a 
normal appearance and several patients 
were successfully skin grafted about six 
weeks after injury, using paper-thin 
Thiersch grafts. The wound surface is 
freely sprinkled with powdered sodium 
sulfadiazine immediately before applica¬ 
tion of grafts. The great advantage of 
this metliod is that the granulating sur¬ 
face is surgically clean and read)- to 
receive grafts, while those grafts can be 
easily out by average assistants, may be 
rapidly applied and the donor surface 
readily heals so that it may he used 
again soon. About 98 per cent of these 
grafts took. 

The National Research Council, how¬ 
ever, has now pronounced against the 
local use of the sulfa drugs on burns, 
stating that they are of no value and 
appear to increase infection rate. They 
also state that aquaplior bases have been 
found to be an undesirable type of 
application. 

Largely based on a study of the clin¬ 
ical material afforded by burned patients 
at the recent Coeoanut Grove fire in Bos¬ 
ton, the National Eesearcli Council now 
recommends simple boric ointment or 
vaseline dressings with fine mesh sterile 
gauze and a smooth, even compression 
bandage as local treatment for hums. 
Stockinette or some form of clastic 
bandage is more effective than a roller 
bandage. This is covered with a thick 
layer of gauze, absorbent cotton, cotton 
waste or cellulose. The Council lias re¬ 
emphasized the imperative need of 
plasma, followed by whole blood in the 
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stage of anemia. Sulfanilamide or sulfa¬ 
diazine by month or intravenously has 
also been ro-ompliasized, together with 
adequate fluid intake to protect the 
kidneys. 

A point specially emphasized is tlie 
critical judgment required in the admin¬ 
istration of morpiiine in cases pr’esenting 
symptoms of anoxia, hot fume lung in¬ 
juries especially. Under these circum¬ 
stances, it is considered that tiie dose of 
morphine should not exceed gr. 

The chief change in this treatment 
from the posf-Pcarl Harbor treatment is 
the discard of tannic acid and the sul¬ 
fonamides for surface treatment. Wliile i 
the tannic acid treatment had been looked 
upon with increasing disfavor in both 
Great Britain and the United States for 
some time, local use of sulfonamides 
seems to have been dropped chiefly bo- 1 
cause they bad apparently failed in their ! 
bactericidal offeots. Prom reports I have j 
road and what I have seen of the results 
obtained by Fox and Tamarind using the 
sodium salts of sulfadiazine and sulfa- 
thiazolo in the local treatment of burns, 
however, I feel that tlie apparent failure 
of sulfonamides in this respect was due I| 
to their improper use, or use of unsuit- j 
able preparations, rather than inherent j! 
failure of the drugs themselves. ji 

It is quite obvious that the ideal local ij 
treatment for extensive burns has yet to i 
he found and I hope for early and further | 
directives on this subject.* j 
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In the discussion of'the treatment of 
wounds and burns, the effects of high 
velocity projectiles upon body tissues 
are stressed. Use of sodium salts of 
sulfadiazine or sulfathiazole is recom¬ 
mended to prevent infection. 

•"The opinions or asaertions CO ‘ *’le 

are the private ones of the 
construed as ofScial or refle* 

Navy Department or the 
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It is pointed out that wounds should 
not he closed at the first dressing, the 
exception being wounds of the face, 
where pidmary suture should be done. 
Emergency and hospital treatment of 
wounds of the head, chest, abdomen and 
extremities are thoroughly discussed. 

The author emphasizes that use of 
tannic acid and local application of sulfa 
drugs in burns is now condemned by the 
Subcommittee on Burns of the National 
Research Council. 

RESUME 

L’auteur discute le traitement des 
plaies et des brulures dues a des projec¬ 
tiles de haute veloeite. L’emploi des sels 
de sodium de sulfadiazine ou de sulfa- 
thiazole est preconise afin d’empecher 
■' I’infection. 

, Les plaies de la figure exceptees, ces 

icssures ne seront pas suturees au 
premier pansement. Le traitement 
d’urgence et le traitement hospitalier des 
plaies de la tete, de la poitrine, de I’ab- 
domen et des extroniites est discute 
minutieusement. 

L’auteur declare avec einphase que 
I'emploi de I'acidotannique et I’applica- 
tion locale des medicaments sulfa est 
eondamne par le coniite sur les bridures 
du National Research Council. 

SUM.VKIO 

En la discusion del tratamiento de 


heridas y queniaduras, el efccto de la 
gran velocidad de los proyectiles en los 
tejidos es acentuado especialmente. El 
uso de las sales de soda, de sulfadiazhia 
o de sulfatiazola son recomendadas para 
evitar infeccion. 

Se advierte que las heridas no deben 
ser cerradas o suturadas en la prhnera 
atencion y auxilio, con excepcion de las 
heridas de la cara, en las que las suturas 
primarias deben ser practicadas. Emer- 
geneias y tratamiento en hospital de 
heridas de la eabeza, pecho, abdomen y 
extremidades son discutidas en extenso. 

El autor llama la atencion a que el 
uso de acido tanico y la aplicacion local 
de las sulfas en queniaduras es desapro- 
bado por el Sub-Comite de Queraaduras 
del Consejo Nacional de Investigacion, 
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Surgeons and Events 

by 

DR. MAX THOREK 

LARREY, DOMINIQUE-JEAN (BARON) 
(1766-1842) 


D OMINIQUE-JEAN LAEEEY, 
the greatest military surgeon of 
his time, was horn at Beaudeau, 
near Bagneres-Adour (Hautes-Pyren&s) 
in 1766. He was educated 63 ’ his mother 
and the parish priest, Ahhc Grasset, 
who not only taught him the three R’s, 
Greek and Latin, hut imhued him with 
the principles of honor, duty, cour¬ 
age, an all-embracing tolerance and 
humanity for which ho was respected by 
his fellow men during the remainder of 
his life. As a youth he entered the navy, 
serying his apprenticeship at Toulouse, 
whore he studied surgery under his 
uncle Alexia. So great was his poverty 
that he walked all the way to Toulouse. 
In less than two years he won a compe¬ 
tition for a sub-assistantship in anatoinv'. 

In 1787 Larrey traveled to Paris, 
again on foot, since he had no money to 
go by post. In Paris his poverty foreed 
him to give up his surgical studies. He 
entered the Royal Marine as an auxili¬ 
ary-surgeon. His ability and leadership 
manifested themselves at Brest, where 
he organized the junior surgeons of the 
fleet into a stud 3 ' group and lectured to 
them in anatomy. During that same year 
he saw his first active service on the 
frigate La Vigilante. On his return to 
Paris he was made second surgeon-in¬ 
tern at the Invalides, and was so for¬ 
tunate as to hecomc the pupil of the 
famous Sabatier. For four 3 ’earB he 
worked in Paris hospitals. 


In 1792 Larrey joined the Arm 3 ’ of the 
Rhine as surgeon-major to the French 
stationed at Strasbourg. There he in¬ 
vented “flying ambulances” at the head 
of which he rescued the wounded from 
enem 3 ' batteries in the face of fire. Until 
his time the wounded la 3 ' on the field of 
battle until the fighting was over or were 
simply abandoned. Each anihulanoe had a 
personnel of 340. Each division boasted 
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Blast Injuries* 

COMMANDER BARTHOLOMEW AV. HOGAN (MC), U.S.N. 
WASHINGTON. D. C. 


B last iniurlos, or violent disturb¬ 
ances set up by explosions, re¬ 
ceived very little attention until 
the Spanish Civil War. The bombings 
of London in the present war forced this 
typo of injury upon the attention of the 
medical profession. Two types of blasts 
— atmospheric and underwater—have 
caused death and serious injury in to¬ 
day’s warfare to our personnel on land, 
aboard ship and in the water. 

An excellent clinical, surgical, patho¬ 
logic and neurologic report was made by 
Capt. MoMullin and his co-workers at 
the Naval Hospital, Pearl Harbor, in 
Hawaii. Eocently Capt. Greaves and 
Dr. Corey made an exhaustive and ex¬ 
cellent report following an experimental 
study of underwater concussions. I shall 
give you the results of tliese two reports 
and my knowledge of tliis type of injury 
from personal experiences in combat 
areas. 

An atmospheric blast wave is essen¬ 
tially a wave of highly compressed air 
traveling at a rapid rate from the site 
of the exjilosion. Moving at great veloc¬ 
ity, a high pressure wave may strike 
anything in its path with all the force 
and destructiveness of a solid body in 
motion. The velocity of tlio wave di¬ 
minishes rapidly with the distance from 
tile discharge. Tf caught within 3 to 10 

•Presented at the Fourth International Asscmblj 
of the International College of Surgeons, New Tork 
City, June, 1943. 


feet of the explosion, the human body 
may he completely distintegrated by the 
blast wave alone and thus be destroyed 
without fragment or trace. 

Blast injuries tend to be more serious 
and more complex in character in ex¬ 
plosions occurring in a confined space as, 
for example, when an aerial bomb pene¬ 
trates tlic deck and goes off in a crowded 
compartment. 

AVlicn an aerial bomb or a high ex¬ 
plosive, like a torpedo or a shell, dis¬ 
charges on board ship, primary injuries 
sustained by the ship’s personnel are of 
tlireo typos: (1) external injuries duo to 
high velocity fragments projected from 
tlio casement of tbo missile; (2) flash 
burns from combustion accompanying 
the explosion; and (3) blast injuries 
from tbo air pressure wave created by 
the discharge. Secondary injuries occur, 
caused by personnel being thrown against 
solid objects. 

Tlie blast that followed the torpedo 
liits wliicli sank tlie aircraft-carrier 
TEasp killed every one in a A^sbaped 
area from tbo site of the liits, just below 
the water line, upward covering four to 
five decks. Those near tlie limbs of tbo 
A'' suffered fractured legs, arms and 
mutilating injuries. IMon standing in 
passageways near this area were seen 
fo grab tlieir abdomens, double over and 
collapse in death. 

Blast injuries were due to = impa. ' 
of this wave of compres;' 
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by the explosion, as it impigned upon 
the body. 

The blast wave is an exceedingly in¬ 
tense sound wave. Except very close to 
the charge, it travels at the speed of 
sound, 1180 feet ]Der second in the air 
and 4800 feet per second in the water. 
It falls off in intensity, approximately 
as the square of the distance from the 
charge. 

The positive or compression wave is 
followed by a negative or vacuum phase. 
Altlioiigh the positive phase may be of 
very higli magnitude, the negative pres¬ 
sure cannot exceed 15 pounds per square 
inch, since this would be a perfect 
vacuum. 

ATMOSPHERIC BLAST 

Air borne blast inflicts injuiy at rela¬ 
tively short distances. The pressure gen¬ 
erated by very large charges of T.N.T. 
.*(1500 pounds) are not lethal, even at 
distances of around 100 feet. It must be 
borne in mind that I speak now of blasts 
alone and not the injury resulting from 
shrapnel, falling debris, walls, etc. The 
bomb case cracks, and in cracking is 
transformed into a multitude of flat 
fragments with sharp angular edges. As 
the case disintegrates, tlie rapidly ex¬ 
panding gases are no longer confined by 
the case; consequently, the fragments 
and the exiianding gases move outward 
together at speeds up to 6000 feet per 
second. A wild race ensues between the 
fragments and the gases. The expanding 
mises cool, rapidlv lose their velocity 
and are left by the fragments of the 
case which continue outward. Persons 
are ]ucked up bodily and thrown against 
fixed objects or knocked to the ground. 

A series of brain injuries, resulting 
from atmospheric blast, were reported 
from thr- Xaval llosjutal at Oakland, 
rnliforni;'.. liv One and Abbott. The 
inajority i.f tho (-0=05 wore marines from 
nnailaliXHial. wlio had boon in fox holes 


or running for cover when a bomb or 
shell hit close by, at times within ten 
feet. The marines had been Imocked 
down and were unconscious.' The period 
of unconsciousness varied from a few 
minutes to forty days. Several cases 
had been diagnosed as “war neurosis.” 

In none of these cases was there any 
evidence of external trauma. The phys¬ 
ical findings were minimal, slight blur¬ 
ring of vision, impaired hearing and 
some disturbance of reflexes. The mental 
changes were prominent: personalitj' 
changes, lethargic, apathetic and dull; 
and memory disturbances. In 40 per cent 
of the cases, the electroencephalogram in¬ 
dicated abnormal waves. 

The pneumocephalogram proved diag¬ 
nostic, showing typical signs of a sub¬ 
dural hemorrhage; a fe%v wmre bilateral. 

Trepanation showed 3-4 ounces of j^cl- 
lo^vish stain fluid and old clots. These 
were removed. 

The mental and personality changes 
follownng the operation were quite re¬ 
markable. There was a return to nor¬ 
malcy and a rapid convalescence in all 
cases. 

A victim of an atmospheric blast may 
suffer a rupture of the ear drums, 
pulmonary pathology, hemorrhage, cir¬ 
culatory collapse, shock and serious 
intestinal injuiy. 

Quite frequently the blast injury is 
overshadowed at first by the fractured 
limb and external injuries from shell 
fragments or by the flash burn. At other 
times, there is no external evidence of 
injurx’ although a serious intenial in¬ 
jure" to lungs and intestines is present. 

About a year ago I w'as on duty in 
European waters. The British told me 
of another disabling effect on the crew 
of a .ship being repeatedly bombed. Some 
men in an area of the .ship away from the 
blast were found sitting around in an 
apathetic state, particularly marked 
among those having no special dutie.s to 
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pel-form, while inci'cased concentration 
is needed among those having a job to 
do. The condition is characterized by 
mental torpor and complete apathy with 
regard to passing events. If these men 
got into a particular position, they could 
not summon the energy to change it, and 
should one of them trip or fall he might 
well drown in a few inches of oil or water 
because he was too apathetic to get up. 

UNDEKWATER BLAST 

The xmderwater explosions are much 
more effective in producing injury due 
to the medium of transmission. 

IVlien an explosion takes place under 
water, the “shook front” is projected out¬ 
ward in all directions. This shock front 
or “A” wave is, of course, invisible, but 
it is this wave that produces injury. The 
thickness of this compression wave has 
• been estimated at about 5 feet, so that 
the body of a man would bo definitely 
engulfed in this area of high compres¬ 
sion for a fraction of a millisecond. 

The expanding gas, formed by the 
detonated charge, forms a spherical bub¬ 
ble which enlarges rapidly and may show 
numerous “pulsations” before it rises to 
the surface and produces the familiar 
column of spray. These pulsations set 
up waves which may be readily detected, 
but are not of sufficient force to pro¬ 
duce injury, as tar as is known. It is, 
then, the invisible compression or “shock 
front” which produces injury and not 
the more spectacular, expanding gas 
bubble or “B” wave. 

The organs injured by blast wave have 
been shown to be those containing air. 
Thus the lungs and gastro-intestinal 
tract are those most frequently injured, 
the lungs being most -vulnerable. It is 
believed the injury is caused by com¬ 
pression wave or blast. Injury to the 
lungs consists of interstitial hemorrhage 
from rupture of the alveolar epithelium 
and frank hemorrhage into the alveoli 


in more severe injury. The individual 
dies from asphy.xia. Thoracic dullness, 
cyanosis, bloody sputum, rales are the 
signs of pulmonary blast injury, whether 
the blast be air or water borne. 

Gastro-intestinal injury, so common in 
victims of underwater explosion, varies 
from areas of hemorrhage within the gut 
wall, which may be followed by necrosis 
and perforation, to frank and immediate 
perforation. Such injury results over 
areas of trapped gas within the lumen 
of the gut. The ileocecal region appears 
to be particularly vulnerable. A blast 
pressure of about 500 pounds per square 
inch is thought necessary- to produce 
rupture of the intestinal wall. The mech¬ 
anism is as follows: The compression 
-ivave travels through the body as though 
water, since the body is largely fluid. 
It strikes the intestine, compressing the 
gas within and, at the tissue-gas inter¬ 
face, it “shreds” or “blows off the sur¬ 
face” of the intestinal tissues, just as a 
depth charge “blows off the surface” of 
the water. As the compressed gas within 
the gut expands, it produces perforation 
of the gut wall, so weakened. 

Thirty-five cases of immersion, or 
underwater blast injuries, were reported 
from the Naval Hospital, Pearl Harbor. 
These men had been admitted five days 
after the occurrence of the injury. 

In genera], their histories and phy.s- 
ical findings were similar. The severilv 
of their complaints was dependent on 
the distance they were from the -/mrv- 
of the explosion; these distances --aric-d 
from 100 to 150 feet in the more r. 5 vere'~ 
injured. The relative posiii','.-. m -a> 
water also modified or in'-rm?ed -ffi' 
symptoms. 

IVith the blast, several »-r-.-.eriviir--A r 
lack of sensation in tlufi. 
feeling as if these ' -s ■ 

proportion to tl -.i . 

Others thought ' 
the base of the 
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scions or stunned. About 10 to 15 min¬ 
utes after the explosion, they began to 
develop al)domiual symptoms vaiying in 
degree fi'oni mild fleeting cramps to 
severe continuous abdominal pain. All 
developed a sense of thoracic compres¬ 
sion. i\fany had hemoptj’-sis. 

The physical signs varied from slight 
to moderate dullness over both lungs 
and rales. 

Abdominal signs were striking and 
varied from moderate generalized sox’e- 
ness and slight rigidity to marked abdom¬ 
inal distention and boardlike rigidity. 

Of these 35 cases, 17 were ambulatory. 
X-ray evidence showed that these 17 had 
suffered pulmonary injuiy. Four had 
definite ]diysical and x-ray evidence of 
moderately severe lung injury. The re¬ 
maining 14 cases presented signs of 
.':hock and iieritonitis—10 recovered, 4 
died. 

Tn none of those cases was there any 
external evidence of injurj^ to the body. 

My own experience in the southwest 
Pacific ai-oa last September showed me 
liow devastating these underwater blasts 
can be to jiorsonnol. I saw a group of 
men swimming toward a destroyer, a 
depth charge went off, the Avater bleAV 
liigh in the air and tlie sui-rounding 
water churned up in great excitement, 
wlion it bad (luieted, there were very 
few bobl)ing lieads seen and these were 
lifeless. 1 felt Ibis concussion wave. It 
was like someone g’rabbing you around 
the waist, holding you very tight and 
suddenly releasing you. It seemed to 
press your stomach to the backbone and 
suddenly reh-ase if. The impulses and 
feeling coming through the water were 
-onii'thing like the sound of a machine 
L'un tiring in the distance. This Avas ap¬ 
parently due tn the pulsating gas bubble 
prndueing a series of iMiniiu’essing' and 
.•Meaiiiliiig ]>re>-.uiX' Avaves. 

’J’ia- t’enrapy for snrviA'ors of blast in- 
ti. dat<- ha.' Im'i-ii coii'erA-ative— 


counteract shock, maintain adequate in¬ 
take of fluids, colloids and electrolytes 
AA'ith transfusions of plasma, and glucose 
and saline solution. 

Interdict all medication, Avater and 
nourishment by mouth, gAe morphine 
for pain and restlessness, reduce in- 
tra-intestinal pressure by continuous 
Wangensteen suction, preferably AAuth a 
Miller-Abbott tube, administer sulfa 
drugs intravenously, supply oxygen gen¬ 
erously, use AA’^hole blood transfusions if 
anemic or if patient shoAvs eAudence of 
intra-abdominal hemorrhage. Attend to 
\dtamin requirements. Operation should 
not be advised unless there is a definite 
indication. Do not operate if the patient 
is seen several da 3 ’’s after perforation 
and is d 3 dng from peritonitis. Recent 
perforation, gangrene of a segment of 
boAvel, and abscess formation demand 
surgical intervention. 

CONDITIONS RESULTING FROM 
BLAST INJURIES 

I shall conclude b 3 '' summing up the 
conditions reported resulting from bla.st 
injuries clinicall 3 ’^ and experimentally: 

Man 3 ’- organs and structures of the 
body have been reported to be injured 
In’’ “blast” and it is indeed difficult to 
OA'aluate such reports. Due to the fact 
that distance from charge, magnitude of 
charge, presence of missiles, projection 
of the A’ictim against solid structures, are 
all but impossible to ascertain. 

“War neurosis” and ps 3 ’chotic inter¬ 
ludes have been attributed to exposure 
to concussions. Whether such conditions 
liaA’e organic bases in an injured cortex is 
not knoAATi. But CA’idence is existent sIioav- 
iiig that such ma 3 ’ indeed be the case. 

vSubdural hematomas liaAm been de¬ 
scribed, but AA’hether such arise from 
“blast” alone remains in doubt. 

Optic injuries, corneal and retinal 
hemoi-rhage as Avell as retinal separa- 
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tlon, presence of exudates, have all been 
attributed to tbe effect of “blast,” but 
have never been seen, grossly, in animal 
experimentation. 

Injury to the ears is, of course, com¬ 
mon. It is interesting to note that -we 
do not as yet Iniow at what pressure the 
human tympanum is ruptured. It has 
been stated in ordnance publications that 
“around 7 pounds per square inch is all 
that a man can bo expected to stand.” 

Underwater concussion may cause 
hemorrhage within any of the sinuses, 
sphenoidal as well as malar and frontal. 
Apparently injury to these siuuses may 
be of such violence as to fracture the 
bone within which it is contained. 

Teeth have been reported to have been 
blown out by “blast” but flying missiles 
or violent displacemont of the body may 
hero be highly suspect. 

Pulmonary injury has boon described. 
So characteristic arc these lesions, and 
so vulnerable are the lungs to concussion 
that the pathologic picture has become 
recognized in medical literature as 
“blast lung.” 

The gastro-intestinal tract may pre¬ 
sent areas of hemorrhage, or frank per¬ 
foration throughout its length. The 
fundus of the stomach is prone to punc¬ 
ture, probably due to the presence of air 
in this location. It has been shown ex¬ 
perimentally that only those portions of 
the gut containing gas will perforate 
when exposed to underwater explosions. 

It has been commonly stated that in¬ 
jury to the testes, rupture of the G.I. 
tract due to the entrance of water into 
the rectum and injury to solid viscera 
commonly result from exposure to un¬ 
derwater blast. No such Injuries have 
been seen in extensive experiments on 
animals, either in gross specimens or 
upon macroscopic examination. 

Fractures are supposedly due to the 
violent displacement of the limbs against 
some hard object rather than due to blast 


per se. Thus os ealcis fracture, so fre¬ 
quently encountered, is brought about 
by transmitted shock through the plates 
of a ship rather than by “blast.” The 
same is true of patellar and other frac¬ 
tures frequently described. The effect of 
blast upon hulls and other large targets 
may thus produce injury secondarily. 

Protection. Any armor or device 
which deflects or cushions the impact of 
the blast wave will serve as a means of 
protection. To date, cushioning sub¬ 
stances such as kapok or sponge rubber 
offer most promise. They have the dis¬ 
advantage of bulkiness and warmth 
when incorporated into a garment, but 
it is thought that these difficulties are 
being overcome. 

It should be remembered that as re¬ 
gards underwater blast, only submerged 
portions of the body may bo injured. 
Thus it behooves the individual who finds 
himself in the water where explosions 
may be imminent to raise the chest and 
abdomen above the surface as much as 
he is able by utilizing floating debris, or 
any object which will support him. 

Since the blast wave falls off in inten¬ 
sity very rapidly, every effort should be 
made to swim as far away from a source 
of concussion as possible, even a few 
yards theoretically constituting the dif¬ 
ference between safety and fatal injury. 

The intensity of the concussion wave 
generated by explosions in air is greatly 
diminished in depressions, trenches, fox¬ 
holes, so that “liitting the dirt” is a pro¬ 
tection from blast as well as from the 
resulting shrapnel.* 

BUMJIARY 

Conditions resulting from atmospheric 
and underwater blast injuries as re¬ 
ported are; organic injuries, “war- 

•The opinions or assertii 
are the private ones of ’ 
construed as offieial or 
Navy Department or fl 
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sis,” subdural liematonias, optic injuries, 
aural injuries, lieniorrliage witliin tlie 
sinuses, pulmonary injuries, gastro-in- 
testinal tract lieniorrliage or perforation, 
injur}’’ to the testes, rupture of the 
gastro-intestinal tract and fractures. 

The pneuinocephalogram proved diag¬ 
nostic, indicating abnormal waves in 40 
per cent of the cases, and showing typ¬ 
ical signs of a subdural hemorrhage. 

Underwater blast injuries are due 
chiefly to the medium of transmission. 
Among 35 cases admitted to the hospital 
five days after Pearl Harbor, severity 
of complaints depended on the distance 
from the explosion; 17 cases were ambu¬ 
latory; of the remaining 14 cases of 
shock and peritonitis, 4 died. 

Conservative treatment of blast in¬ 
juries is advocated. 

niBLIOGRAPIIT 

• Villinms, Surpcon Commander E, R. P., R. N.: Blast 
■ frets in War/are, 

JIcMullin. Cart. J. J. A. (IIC) USN: Siimposium on Im¬ 
mersion Blast Injuries. 

Grcave.'!, Capt. Frederick C. (ItC) USX: Experimental 
Vnrleru-ater Conriissinn Injuries. 

Greaves. Draejer, Urines. Shaver and Corey (OSN): An 
Experimental .^tutlp of Underwater Concussion. 

IIESU.ME 

Les explosions atmospheriques et cel¬ 
los qiii siirviennent sous la surface de 
Feaii sont classifiees sous differentes 
riibriqiios: lesions organiqiies, nevroses 
de guerre, heniatoinc sous-dural, lesions 
dll nerf optique, lesions de Fappareil 
aiidilif, hemorrhagies dans les sinus, 
hV'ions jnilnionaires, gastro-iiitestinalos, 
h'sions de rajiparoil genito-urinaire, 
fractures, etc. 

L*eleetro-enc('i>h:dogranuiio fut d'une 
grande valeur diagnostique dims 40 pour 
cent (h'S ea^, et le itnoumo-encephalo- 
grainuic (b'e>'la de.' signes typiquos 
d'le'u'.iirrhag-ir- sous-tlurahe 

I.i-s bli‘."Urc' r<-~ultaiit d'explosions 
.'‘•U' .'‘int duf.' iirincipalenieiit a la 

tl'- vihratinn,'. Sur .‘ll ea< 


adiiiis 11 I’hopital cinq jours ajires Pearl 
Harbor, la severite des symptonies etait 
en raiDiiort avec la distance de I’explo- 
sidn; 17 des cas etaient ambulaiits. H y 
eut 4 deces de choc et de iioritonite. 

L’auteur recommande que les siiiistros 
d’explosion soient traites conservativo- 
nient. 

SUMAKIO 

Condiciones resultantes de explosioiies 
atmosfericas y submarinas son citadas, 
como siguen: danos organicos, “neurosis 
de guerra,” hematomas subdurales (siib- 
meningeales), danos opticos, o al oido, 
hemorragias entre los sinuses, danos 
pulmonares, hemorragias o perforaci- 
ones gastro-intestinales, danos a los 
testiculos, ruptura gastro-intestinales y 
fracturas. 

El electroencefalogram ha demostrado 
dates diagnosticos, indicando olas ab- 
norniales en 40 por ciento de los casos; 
el neumocefalogram demostrando signos 
tipicos de hemorragia submeningcah 

Daiios por explosioiies submarinas son 
causadas principalmente por el medio de 
transmision. En 35 casos admitidos al 
hospital cinco dias despues de Pearl Har¬ 
bor, la severidad de los daiios depende 
de la distancia de la explosion; 17 casos 
fiieron ambulantes y de los 14 casos 
rest antes de cheque y de peritonitis, 
4 murieron. 

Un tratamiento conservativo es re- 
comendado en daiios explosives. 

Bi,ibo;u>i 

B pc3y.ii.TaTe aTMoctJiepiiu-x ii iioAnoAiU''-'^ 
Bspiiiniiux lio.Tii iiaC).iioAaK)Tcn caeayioinnc 
noEpea.Meinia; opraiin’iecKire iioitpeaMeniit'i 
“BoeiiiiLie iicEpo3i.i”, cy(j;iypa.Ti<iU'tc renaro- 
Mu, nonpca.Meiiiie rAa3, ymefi, ciinycocwe 
rcMoppanni, .lero’niue nonpea-Meiiini, •'C- 
iroppanni n nep([»opaniiii a.'e.ryAO'ino-i.'iinie'i- 
iioro Tpanra, iiapyiiienne ciryca, pa 3 . 7 ii'niiJC 

nonpea-MCitiia :!;e.iy,iO'nio-i:nine'nforo Tpat.'* 
7 a , 1 'j [)a 3 [)UEoi; ero. 
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^naniocTiiKa, na oCHOBaHiin aiine^a-io- 
rpaM ^aer b 40% cjiy^aeu xiinn'iiitie npn- 
siiaKii cy^AyP^wtHOil rewoppariin. 

II'OBpeii:Aeii«H, Ha6jiio;;aK>uiiieca n p ii 
DspwBax yopcKux cy^oB n, n nacTnoCTii, 
no^noAHUX Jio^toK aB.iHioTcn cjicactbiicm 
,';aBjieHnH Bo;^Hirofi no.inu. Ha 35 6 o.ibhux, 
npiiHHTfctx B rocniiiaJiL na naTWft achb nocjie 


BoeHHBix onepai^nft u Ilnp^’i Xapoop, xa- 
aceCTL cocTounnx dojibHux saBiice.ia ox paa- 
CTOflnna BspuBa; na iiirx 17 Cojibhlix 6 H;m 
aM6yjiaTOpHUMn, 14 naxoAnjiuci. b cocxoa- 
iinn moKa ii iimcjiii nBJieniiH nepnxoHiixa n 
14 113 Hnx yMepjiii. 

Abtop npeA'iaraex KoncepBaxnBiioe neie- 
iine axnx noBpejKAeniitt. 


DOiMINIQUE-JEAN LARREY 


(CouHnudl from page 191) 

were equipped with easy springs and 
furnished with mattresses. 

In charge of the military hospital at 
Toulon, he founded a school of surgery 
and anatomy there; then he was trans¬ 
ferred to military hospitals at Antibes 
and Nice. Following several campaigns 
ho became professor at the school of 
Medicine and Military Surgery at Val- 
de-Graco. 

At Napoleon’s bidding, Larrey ac¬ 
companied him to Italy in 1796; there he 
visited the principal medical schools. 
Then he became surgeon-in-ohie£ to the 
Army of Egypt. IVounded at St, Jean 
d’Acre, adversity dogged Larrey’s foot¬ 
steps at Alexandria, where he was forced 
to kill his horses to supply his wounded 
patients with food. It was during the 
retreat through Syria, where the troops 
suffered greatly from blow flies, that 
I arrey first observed the beneficial ef¬ 
fects of maggots in wounds. “These arc 
produced,” he said, “in a few hours and 
increase so rapidly that in the course 
of a night they grow to the size of a 
small quill pen. They caused an un¬ 
pleasant pruritus, but suppuration was 
greatly accelerated, then stopped en¬ 
tirely. Also the sloughs fell off, and the 
wounds healed very rapidly, thus ap¬ 
parently shortening Nature’s work. As 
the sloughs were discarded, the maggots 
were killed with a strong decoction of 
rue containing a little sage.” 

In recognition for his services in these 
campaigns, Larrey was made an oflicer 


of the Legion of Honor in 1804 and the 
following v’car chief surgeon of the Im¬ 
perial Guard. He served in campaigns 
in Germany and Spain, and after the 
battle of IVagram, Napoleon made him a 
Baron of the Empire. In 1812 Larrey 
became first surgeon of the Grande 
Armee, taking part in 60 battles and 
400 engagements. He was three times 
wounded, and performed as many as 200 
amputations in twenty-four hours at 
Borodino. During the campaign against 
Prussia in 1812, he established his hos¬ 
pital headquarters in Berlin where ho 
lectured to surgeons of the army and 
the junior surgeons of the Berlin 
Academy, forming a lasting friendship 
with General Goercke. 

I.arrey’s valor and devotion thronglj- 
out the Bussian campaign won univei'sal 
admiration. He visited and was im¬ 
pressed by hospitals in Moscow. Toward 
the end of the retreat from Russia. Lar¬ 
rey, half-frozen and exhausted, was key: 
alive by his comrade.s, even officers fcs-V- 
ing carry him through the snow 
through boiling torrents. Thev vsvr 
the last of " ■ 
built fires 
themselves- 
affection an 
whom he gs 
christened ; 

Even these 
thirst f'lr r.; 
on the rsj; 
jiaFsed' - 



Mediastinal W ounds Caused by Explosives* 


EMIN ERKUL, M.D., F.I.C.S. (Hon.) 

ISTANBUL, TURKEY 


W ITH the single exception of a 
fatal s\vord-\Yound of the skull, 
the thousands of ^vounds I have 
treated during the course of a long mili¬ 
tary career in the Balkan War*, First 
World War and War of Turkish Inde- 
])endence -were caused by firearms. Only 
after World War II will we he able to 
complete studies undertaken to deter¬ 
mine the nature, kinds and treatment of 
wounds caused by high-explosive bombs 
carried by planes, launched from flame- 
urojecting machines or resulting from 
. poisonous gases. 

A case of a wound of tlie anterior 
mediastinum caused by the explosion of 
a hand grenade is presented below, 

CASE r.EPORT 

In 1020, durinir tlie War of Turkish Inde¬ 
pendence, a militiaman was brought to the 
Military Hospital at Eskisehir with a Iiole 
about 1 cm. in diameter on the median line 
and at the level of the point where the 
manubrium meets the jrladiolus. There was a 
jHirulcnt di«charue. which increa'^ed when the 
patient couuhed or breathed deeply. Swcllinir 
ajul depre.S'ion of the .^Irin surrounding the 
wound was noted. Clinical examination of 
lh'' jiationt had to sufilee as we lacked roent- 
uen.-r;'.v or other scientific apparatus. Th<> 
er-nieral condition of the patient was jrorKl. 
<b--<pi!e the seriou-n.c>< of the situation. Tin- 
pu’--' v.T;- sTehtly aceelcratod; the temper- 
•■.turc. ? d'ere---- c.'utieTadc. 

I ti.-^ -.vound hotii at the- top and 



bottom; this afforded freer egress to the puru¬ 
lent discharge. On closer examination I found 
that we were at the anterior mediastinum. 
We could easily hear the heart sounds and 
pulsations of the blood vessels. As the inser¬ 
tion of the pleura into the body of the sternum 
was ruptured, the appearance was that ob¬ 
served during forced inspiration and ex¬ 
piration. 

Having cleaned the surface of the Avound 
with especial care and haAung left a light 
gauze pack, treatment Avas continued Avith 
the patient lying on his face, after fortifying 
him AA-ith subcutaneous and intraA^enous in¬ 
jections of serum. 

It was surprising that despite the purulent 
discharge, no complications followed. The 
cellular tissue to the abdomen or the posterior 
mediastinum remained unaffected, although 
the patient had reached the hospital many 
days after he Avas AA'ounded, and in spite of 
excessive suppuration of the wound. Thi.s 
happy condition may be attributed to the 
extraordinarily strong resistance of the 
patient. 

After tAA'o Aveeks the discharge ceased al¬ 
most completely, and granulations began to 
appear. With the increase of the granula- 
tioii-s. the expo-sed portion of the heart and 
the blood A-essels leading to and from the 
heart began to disappear from \'iew. The field 
took on the fonn of a .single mass of granula¬ 
tions beating in unison. By the end of the 
third month Avith the aid of a feAV .skin grafts, 
epiflielization of the Avound had taken place, 
and a caA'ity large enough to hold an egg ''as 
formed on the breast of the patient. This 
caA'ity Avas, of course, pulsatile. 

This coiulition may be eoii.sidered a 
siirg-ical oddiiy. !Mniiy otliens of .similar 
nature may be reported. 
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EESUIME 

•L’auteur disoute les plaies de raedi- 
astin causees par Ids explosifs. II rap- 
porte le cas d’un malade qui se relablit 
completemeiit apreg debridement de la 
plaie et injections de serum, inalgre un 
retard de plusieurs jours avant I’emploi 
du traitement ci-dessus cite. 

SUMAEIO 

Heridas del mediastino, causadas por 
explosives son discutidas con presenta- 
cion de un case en que el paoiente dauado 


reslablocio y sano, despues de debride¬ 
ment do la lierida e inyecciones de suero, 
aun euando el tratamiento fue deinorado 
por muchos dias, despues de un solo 
examcn fisico y clinico. 

Bmboah 

Odcya^AacTCH Bonpoc o panemiax cpe^o- 
CTCHilJi, npnaiiHHCMHX BspHBawn. IIpnBO- 
AiiTCJi cjiyaafl, Korfla dojibiiofi nonpaBnxcx 
nocjie debridement paiiLi n BBeAcnnx cbibo- 
poTKU, iiecMOTpH Ha HoaaHee Jieaeiiue, b 
nepiio.i KOToporo npoBoaiixocB to.ibko kjiii- 
HioiecKoe nccxeaoBaniie. 


DOMINIQUE-JEAN LARREY 


fCnntmucd from page 199) 

tomical museum and see tbe siieeimeiis 
of nerve dissections prepared by Halle. 
There he mot Meckel’s sou. 

At IVatorloo, Larrey’s Iiorse was shot 
from under him and lie fell unconscious 
from sabre outs. A prisoner of war of 
Field Marshall von Bliicher, he was 
about to be shot when ho was recog¬ 
nized by one of the Prussian doctors 
who had heard him lecture in Berlin. 
Larrey’s build was that of a typical 
Frenchman of the Midi, short, stocky, 
round-headed; he had a ruddy com¬ 
plexion and enormous vitality and phys¬ 
ical strength. His resemblance to Na¬ 
poleon was striking; in fact, at Water¬ 
loo, lie had difficulty in convincing the 
Prussians he was not tlie Emperor. Lar- 
rey saved the life of von Bliicher’s son, 
and the great general’s gratitude mani¬ 
fested itself when he had Larrey taken 
to Brussels and hospitalized until his 
wounds had healed. 

After Napoleon’s downfall Larrey was 
deprived of his honors, his pensions and 
most of his personal funds; some’of 
these were later returned to him, but he 
existed in the meantime on the proceeds 
of a meager private practice. Even under 
these circumstances he refused an oppor¬ 
tunity to go to Brazil as surgeon-general 


of Dom Pedro, and a similar offer from 
the Czar of Russia. 

He visited England in 1826, where he 
studied and observed in various hos¬ 
pitals. On his return he was given back 
ins post of Medical Director, which he 
retained until his death. 

Larrey’s outstanding reputation was 
responsible for his appointment as chief 
surgeon to the Royal Guards following 
the Restoration. He was also chosen one 
of the first niembors of the Academy of 
Medicine. During his later years Larrey 
was the author of a number of works on 
military surgery. He died in Lyons 
in 1842. 

Larrey’s first article, published in 
1802, “Surgical Account of the Army of 
the East,” was dedicated to Napoleon. 
His most interesting work is contained 
in the four volumes of his “Memoires de 
Medecine Jlilitaire” (1812-17), which 
contain the first account of “trench-foot” 



Tratamiento Electroquinirgico 
del Cancer del Eecto"^ 

(Electrosurgical Treatment of Carcinoma of the Rectum) 
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BLENOS AIRES. ARGENTINA 


SUMMARY 

Tlio autlior.s conclude from their 
experience in the treatment of rectal 
carcinoma, that there can be no 
doubt that electro.surgeiy is the best 
method for the treatment of rectal 
carcinoma. "With this method, five- 
year cures were obtained in 50 per 
cent of the 201 jiatients operated 
on by them, with a 2 per cent sur¬ 
gical mortality. 


D ull ANTE muc'ho.« anos ban exis- 
tido controversias sobre cmil era 
el metodo ideal en el tratamiento 
radical do lo.' tumores malignos del recto, 
jir»r lo dial la gran profusion do articu- 
lo? importantes sobre el tema quo ex- 
iste di la literatura m<'dica, por lo quo 
liardiios una pequefia sintesis historica. 

Treinta afeo atras. no satisfechos del 
alto ])orcdilaje de recidivas. como con- 
s'-cu'-ncia de la extir])acion del recto por 
via baja en esa ('poea de eleccion para la 
<_:ran niayorfa de Ins eirujanos de las 
distinta-' escm-las. la imrh-.-a represen- 
tada por Mi!'*- y la franc»-sa j)or Qin'-nu, 
dinroji a la labor i]<‘ <l‘-sarroIlar y 
!..Tf‘‘--cini;ar ana mieva t'”cniea: el me- 
n..'I'l rMaibinadn abdoaiinojierinea]. 

F.l y p'-rI>--cioii;n!ii<-nto de 



e.sta dificil y complicada operacioii de- 
mando un lapso largo de tiempo y, fuerza 
es confesarlo, costo la vida de inuchos 
pacienfes, aiin en casos que, dado la 
preeocidad del diagnostico, se debfa cs- 
perar una curacion defiiiitiva o tenipo- 
raria: de lo que resulta que inuchos cini- 
janos, conscientes de su deber, no .se 
animaran a someter a sus pacieiites a un 
riesgo tan grande que implicaba el lue- 
todo abdominoperineal. 

Estos hechos estimularon a Lockliart- 
Mummeiy, en Inglaterra, a Hoehenogg, y 
a !Mandl, su discipulo, en Viena, a ^ oel- 
ker y Le.xer, en Alemania, a perfeccionar 
la via sacroperineal, la que indicaron en 
la mayoria do los casos, reservando la 
via abdominoperineal a aquellos casos 
muy favorables que en la pnictica son la 
excepcion. 

La practica en gran oscala de la via 
baja, unida al perfeccionamiento de hg 
metodos anestesicos, al empleo sislonia- 
tico de la electrocirujia, como tainbifii 
de suma importancia, la exporiencia au- 
mentada por la gran cantidad de casos 
observados y operados, ha traido coiiio 
corolario una disminucion grande de la 
mortalidad oiieratorio y un auinento 
ajireciable de las curaciones definitiva-. 

Hecho este pequeno exordio, nos con- 
cretaremos en forma suscinta a dar nue.-- 
tra opinion sobre el carcinoma rectal, sn 
[jataloiria y tratamiento de eleccidn. 

El carcinoma rectal es en su coinienzo 
una enfermedad local, factible de cnrar.-'’- 
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cn este estadio radicalmontc con una mor- 
talidad relativamente poco importante, 
pero que en su faz final se caracteriza 
por sus trastornos pcnosos, euyos desas- 
trosos efectos se puode prevenir cuando 
se recurre al especializado, puesto que el 
carcmoma rectal se desarrolla, por lo 
general, lentaraente, pierde tardiamente 
su operabilidad y produce preeozmente 
sufrimientos que se caracterizan por su 
tenacidad, que inducen al enfermo a cou- 
sultar al medico general. 

Es, pues, importante definir las indi- 
caciones y contraindicaeiones del trata- 
miento quirvirgico que es, en nuestra 
opinion, la unica radical curativa y lo 
haremos basandonos en nuestro criterio 
personal. 

En la califioaoion de operabilidad, hay 
que distinguir la capacidad opcratoria 
de orden general y local. Las contra- 
indicaoiones del metodo quinirgico pro- 
voeadas por causes de orden general son 
precisas e indiscutidas, coloeandosc en 
primer termino a fallas del aparato circu- 
latorio, la senectud, trastornos del meta- 
bolismo, disorasias sanguineas, etc. 

En cuanto a los contraindicaeiones de 
orden local, es decir, el estadio en si, del 
proceso, son muy variables y estan do 
acuerdo eon cl criterio del cirujano con- 
sultado, y las precisaremos mas adelantc 
en forma terminante. Pero, quercmos, 
ante todo, recalcar este hecbo, que no 
existe siempre relacion entre el cstado 
general del paciente y la extension local 
del proceso, que con mal estado general 
sc presentan a voces lesiones facilmente 
extirpables, como tambien la inversa, con 
buen estado general lesiones de tal ex¬ 
tension que sobrepasan el limite de la 
operabilidad. 

Lo importante en la practica es la co- 
existencia de un buen estado general que 
permita extender los liinites do opera¬ 
bilidad local. Fi.iarenios el limite maxi- 
mo cn aqnellas condiciones quo sea per- 


mitido liberar al enfermo hasta el fin de 
sus dias de su lesion local, haciendo caso 
omiso de las metastasis alejadas, pues 
estamos en perfecto aeuerdo con Goetze, 
porbaberlo observado desgraeiadamente 
muchas veces en nuestra practica, que no 
es lo mismo para el eaneeroso rectal fal- 
lecer a causa de una metastasis lejana, 
generalmente hepatica, que tiene una evo- 
lucion silenciosa que con los dolores y 
sufrimientos que acarrea la evolueion 
normal y letal del carcinoma que no son 
aliviados por los medios paliativos, scan 
medicos o quirurgicos. 

Aclarado este concepto, se compren- 
dera que cuando la minima esperanza de 
liberar al enfermo de su lesion este indi- 
cada, no dejaremos de bacerlo y, si bien 
es cierto que nnestra mortalidad global 
sera anmentada, tambien sera aumen- 
tado el numero de las indicaoiones opera- 
torias. 

Creemos que este criterio es mas bu- 
manitario que el de aquellos cinijanos 
que seleccionan los oasos e indioan tan 
solo el tratamiento quinirgico cuando es 
dablc esperar una curaeion definitiva; 
procediendo asi, creemos sinceramente 
hacer obra, que si se redujo en muebos 
casos a curaciones relativas, hoy ya nues- 
tros resultados ban ido mejorando ob- 
teniendo un mayor porcentaje de cura¬ 
ciones definitivas. 

De esto, se deduce la importancia que 
en el preoperatorio tienen las indica- 
ciones tendientes a mejorar el estado gen¬ 
eral para sobrellevar una tan importante 
intervenoion y apreciar en la forma mas 
cxacta posible la evolueion del proceso. 

bfosotros creemos que en esta localiza- 
cion, a semejanza de otras localizaciones 
neoplasicas—nos referimos a la del cue- 
llo del utero—, la exploracion electro-qui- 
nirgica es el medio mas claro y mas se- 
guro para fijar los liinites de operabili¬ 
dad, metodo que en el ciincer rectal ba 
yciiido a ser facilitado por dos beebos de 
importancia: por el desarrollo de la ope- 
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rncion sacral ainpliacla segim Goetze, y, 
sobre todo y ante todo, por el progreso 
(pie el procedimiento electro-quirurgico 
ha resiiltado merced a los esfuerzos de 
mi maestra el profesor Franz Keysser. 

La exploracion electro-qniriirgica nos 
])onnitira, sin el mcnor peligro de siem- 
bra, coniprobar “de visu” la lesion 5 ’- 
o])orar nna cantidad de enfermos cnya 
conti-aindicacion ojoeratoria dada por 
otros ciiaijanos era principalmente la fi- 
jeza o enquistamiento que en la pequena 
])elvis tenia la tnnioracion rectal y que la 
exjiloracion electro-quirurgica, con la 
qne se piiede liacer nna verdadera lapa- 
rotoinia exjiloradora posterior, nos per- 
niitira coniprobar el lieclio qne estas ad- 
berencias son solo inflaniatorias y que 
poco so los pnede temer cuando en rea¬ 
lidad on el iiKitodo sacral cl coxis y el 
sacro deben scr sacrificados on el acto 
operatorio. 

Estas adherencias ])osteriores libera- 
das. extiriiado el sacro y ol coxis,nos pcr- 
initira darnos cnento exactainente del 
sitio, tainano y altiira del tuinor y fi.iar 
Ins liinites de nnestro iiroiKistico opera- 
tnrio, liaciendo ya nna ojieracion radical 
o nna intervenciiin jialiativa, y en el nii- 
niiiin de los cnsos de lesiones iiuiy alta- 
iiK'iite sitiiadas, con inal estado general, 
remniciar al procediniiento qniriirgico 
y encuadrarlas excliisivaineiite en el tra- 
t;uiiiiMilo ni('dico. 

En lo referenfe a la sitnacicai direinos, 
(‘11 las formas ampiilaros liajas y anope- 
rineales. la via sacra sera la via de elo- 
(•(•i(in con cicrtac variaiites (pie comenta- 
r(‘mo< oitorfmiament(\ 

('iiaiido el tumor este sitiiado eiit(*ra- 
arriba del rejiliemie Jieritoneal y 
i xi'ta un inarucu razonable (b' te.jido 
'.•iU'i en '•x!r>-mo inferior del recto, no 
];:.y arnune-nto Ita^ado en patolo<_ria jiara 
ii-’ai' i-I ■'■•ene-nto anor*‘e{al. 

« fi' l.'-n tralar'>- (b- }ir<*- 

!> .r >1 I’.'-a-dx ib- Hartmann (jin- 


tiene nn bajo porcentaje de inortalidad 
y todas las ventajas de la operacion coiii- 
binada, es decir, de oliininar los linfaticos 
y los ganglios situados a lo largo del 
mesenterio inferior. Es nna operacion 
mas rapida que la abdominoperineal y se 
evita en comparacion con la operaci()ii 
sacra los inconvenientes de nna gran lio- 
rida que requiere snma y diaria aten- 
cion durante varias semanas para ciirar. 
Se evitan igualmente los peligros de nna 
infeccion urinaria como tambien de nna 
liemorragia secundaria 0 de sepsis local, 
acortandose con el uso de la ojieracidn 
de Hartmann la convalescencia en por lo 
menos la mitad. 

De menor importancia es ol taniano 
de la lesion, pues aunque el auinciito tra- 
iga aparejada la formacion de metasta¬ 
sis locales, ella no implica en nada ni dos- 
virtiia en lo mas minimo la capacidiul 
radical operatoria. 

La exploracion quiriirgica, igualinente 
permite palpar directamente la tninora- 
ci(5n, ,7 sobre este encuontro palpatorio, 
fundar el pronostico y la conducta a se- 
guir. Cuando el tumor no se palpo 0 se 
])alpe con dificultad, significara qne es 
un caso de buen pronostico operatorio; 
cuando sc palpa habra quo aclarar bien 
si lo que se palpa es ol tumor misnio o la 
propagacion en el tejido retro-rectal en 
forma de cono, que liemos descrito al 
liablar del crecimiento local. 

T.a existencia de este cono, aunque sig- 
nificn con soguridad la metastalizacion 
local, no iinjiido la capacidad operatoi'ia 
local. 

Oti'o jnmto a fijar es cuando abiorta 
la cavidad peritoneal se compriieba L 
perforacidn del carcinoma on (d pf'''‘' 
toneo. De ella bemos bablado ignabiicnte 
en (‘1 eaiiitulo de crecimiento local y con- 
•'iderando anaiogo al ei'ceimierifo cn 
forma de eono en el te.jido jicrijU'octal, > 
aunque ^u encuentro signifi(|ue nna eyo- 
luei('tn awiiizada del proceso, la o[)eraci"n 
r;idieal pedr.'i (‘feetuar igualnieuf'*. 


» I 



AND (lAtlllAN/.A 


La comprobacion do lesiones en Ui 
jn’ostata en el liombre y del utero y va¬ 
gina en la raujer, no contraindican la 
operacion radical. Pero si cnando en el 
exainen por cistoscopia se conipmebe la 
perforacion del tumor en la vejiga, lieclio 
de excepcion y no observado olmicamente 
nunca en nuestro material, el caso sera 
catalogado entre los inoperables. 

Aunqne la perforacion peritoneal es 
un signo absolutamente segnro para la 
malignidad local del carcinoma, nosotios 
tenemos una obscrvacion (ficlia 57774), 
donde la necropsia efeetuada en el In- 
stituto por uno de nosotros no revelo 
ninguna metastasis alejada y la enferma 
llego al “exitns letalis” por degenera- 
cion grasa agnda del lugado, coinprobada 
bistologicamente. 

Abora bien, cnando al abrir el^ peri¬ 
tonea se observe la presencia de Kquido 
y sienibva peritoneal en el peritoneo vc- 
oino, debe considerarse el caso como 
inoperable, no solo radicalmente sino 
paliativamonto,pues con seguridad la me- 
tastizacion se extiende por todo el peri¬ 
toneo que cubre la cavidad abdominal. 

Estos casos, como los que invaden la 
ve,iiga 0 que presentan una generaliza- 
cl6n osea, deben ser clasificados como 
francamento inoperables y no tratarsc 
por ningun medio terapeutico local, que 
no hara sino agravar su generalizacion: 
son los casos en que debe recurrirse ei- 
clusivainente al tratainiento medico. 

Juzgada la capacidad operatoria loci 
exteriorizarenios que el metodo qniru.' 
gico, de acuerdo con la indicaeifc cr 
corresponda, cuenta con dos proeeahi: 
entos, el radical y el paliativo. 

Cnando anatomicamente sea . 

metodo radical, se indicara la 
sacral ampliada segiin Goetze. cr 
metodo que reune las condici'c- ; 
ponsables para considerarln Tixx 
gun el estado actual de nue^r--— 
mientos; pero para indie;.-. : ;. 
que el enfermo tenga una 



tervencion. 


Sera pues necesario el oxameii Hoinil. 
tico y funcional del pacionte, lo quo iioho- 
tros podemos efeefuar en forma siinm- 
mente eficientc, debido a la colaboraeidii 
que cn cl trabajo existe on el Institute) de 
Medicina Experimental para el Esliidio 
y Tratamiento del Cancer. Todo onfei'- 
mo que debe sufrir esta grave interven- 
eion, es examinado por el clinico, qmi 
comparte con sn opinion la respon.sal)ili- 
dad de la indicacion y la basa sobre todo 
en el estado del aparato cardiovascular 
que es el que produce la mayor parte do 
los fraeasos operatorios. 
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l)f.*npado.s, porqiio no se sabe si estos en- 
fonnos van a conservar su equilibrio 
licmodennico al ser soniotidos a los dis- 
linlos actos operatorios. 

“La cxistoncia do nna lesion eardiaea 
no contraindica por si sola la interven- 
cion qnirurgiea, dcjjondiendo esta mas 
bion del ostado fnncional do diclio sis- 
leina.” Es por eslo quo para toner la 
socrnridad operatoria es inenester sonie- 
lorlos previaniente a los oxamenes fnn- 
oionalos elasicos, no solo on reposo sino 
lainbion on actividad. 

Son principalmonte las intcrvenciones 
do viontre, laparotoinias, on especial las 
llovadas a cabo sobrc el sector genital 
(bistereetoinias, extirpacion de quisles, 
fibromas, extirpacion del recto, etc.), 
' orque son ellas las que determinan con 
v vor frecneneia los estados de sclioc y 
yiolapso cardiovascular. Por consi- 
onle es indisjiensable toner un criterio 
ionnado sobre la capacidad de traba.io 
y do reserva fnncional del aparto circu- 
latorio ]iara evitar on lo posible las desa- 
gradables sorprosas quo suelen epilogar 
uiia intervencidn correctamonte practi- 
cada. 

Xo existo on la actualidad ni datos 
aiianim'.-^icns lu pruobas funcionales que 
a<eguren on los candidatos la inocuidad 
de nna intervencidn quiriirgica. Sin em¬ 
bargo. ereenios do utilidad toinar como 
base cu enniportainiento durante las ta- 
rea- diarias y su reaccidn a las pruebas 
fmieionales elasioas. Elio nos dani la 
liara jnxerar su capacidad fnncional, 
no solo oji reposo sino tainbieii on acti- 
vidail. 

.\1 r.-'pocto. cl ('oiiiite de jirevencidn 
y .--ynila al c;ir<iiacn. dc los Estados Uni- 
d-'. cn c! m'o projmso la clasifica- 

< y l;i cual fiid aj)rfibada i>or 

T;.-- n.'-ri'-.n! lb-;'.rt As'ocin.tion : 

1 n.ti - , o!i Ic^idni-.s cardio- 
dc efectnar sn a<-ti- 
■ ' '■ ■; •■r.linor;:;. -;r. inolestia'. 


2'''’ clasc: Pacientes con lesiones orgji- 
nicas, incapaces de efectnar sus tareas 
ordinarias sin molestias. Esta clase se 
subdivide en dos grupos: (1) con activi¬ 
dad ligeramente liinitada, y (2) con acti¬ 
vidad grandemente limitada. 

S” clase: Pacientes con lesiones orga- 
nicas o con signos o sintomas de insufi- 
ciencia eardiaea e incapaces de cualquier 
actividad fisica sin molestias. 

Aunque esta clasificacion no ha sido 
heeba con fines quinirgieos y se basa 
unicamente en la capacidad fnncional 
espontanea profesional y sin tener cn 
cuenta la lesion cardiovascular ni su pro- 
nostico, creemos que ella, unida al rcsul- 
tado de las pruebas funcionales clasicas, 
puede ser una buena guia para la solcc- 
cion quiriirgica. 

L. TI. Schmid, en su publicacion titu- 
lada: “Die postoperative Reaktion des 
Kreislaufes, besonders nach Laparoto- 
mien,” en Deutsche Zeitschrift fiir Clii- 
rurgie, compara el trauma operatorio “a 
un trabajo corporal poderoso llevado 
mas alia de su limite fisiologica de 
fatiga.’' 

Aceptado este concepto, solo restaria 
elegir un test de trabajo y un nietodo 
seguro de medida, 

Los metodos y procedimientos que 
])oseemos en la actualidad par el estudio 
de la capacidad fnncional del aparato 
cardiovascular no son lo suficientcinente 
exactos y por ello no dan la seguridad 
que exige el riesgo operatorio. 

Sin embargo, creemos que la prneba 
clasica de Lian y el volninen-Tninnto cir- 
cnlatorio, efectnados antes y despnes de 
un trabajo o ejercicio “llevado al limite 
de fatiga,” son los mejores indices de la 
capacidad y reservas funcionales, a pesar 
de las dificnltades de sn practica. 

Como ya lo henios diclio anterior- 
iiientf, b'l'^ nianifcstaeiones de sclioc y de 
folapso crinstitnyen el mayor peligro du¬ 
rante y despm's del acfo operatorio, y 
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ellas ijuedeii sov provooadas por la anes- 
tesia, trauma, manlpnlacioiics y absor- 
cion de substancias proteicas y Iipicas 
durante y despues de la intervencion. 

Bppinger olasifica los colapsos cardi- 
ovasoulares en “liemodinamiGos” y “pro- 
toplasinaticos.” Los primeros dependen 
de la disminuoion del volumen-minuto 
circulatorio, provocado por nna disminu- 
cion de la presion venosa, velocidad san- 
guinea y por eonsiguiente disminuoion 
del aporte sanguineo al corazon; los se- 
gundos, son determinados por un auraen- 
to exagerado de la permeabilidad celular 
a los elementos del plasma sanguineo, 
por lo cual hay nna exosmosis vascular, 
con eoncentraoion sanguinea; “hay fuga 
de plasma sanguineo fuera de los vasos.” 

Ambos pueden ser de origen central o 
poriferico, organicos o funoionales. Su 
conocimiento es de suma y gran iinpor- 
tanoia, por ouanto seualan las indica- 
ciones terapeuticas a seguir. No cxiste 
en realidad ningiin signo o sintoma capaz 
do diferenoiarlos exaotamente, Eppinger 
propone la observaoion siguiente: “el es- 
tado de repleoiou venosa periferioa.” En 
efeoto, en los colapsos hemodinamicos se 
observan las venas perifericas hinchadas 
y repletas de sangre, mientras que en los 
colapsos protoplasmaticos las venas cs- 
tiin exangues y aplastadas; tanto es asi 
que ello representa nna dlfioultad scria 
para las transfusiones o inyecoiones en- 
dovenosas. Muchas veces, ambos tipos sc 
combinan, dando una forma mixta hcmo- 
dinamica-protoplasmatica, lo cual debe 
tenerse tambien muy en cuenta. 

Antes de entrar a tratar la terapia de 
estos estados, creemos necosario decir 
dos palabras referentos a su profilaxia, 
y aunque al respecto las opiniones estan 
muy divididas, cuando se trata de los 
farmacos a procedimientos a seguir. 
Nunca estarii de mas tonificar y aumen- 
tar la capacidad funcional de un sistema 
euyo requerimiento pone a prueba de una 
manera brusca su resisfencia y reaceion. 


Cuando se trata do corazones saiios bas- 
tan los cxanienes generales }' los datos 
corrientes, pero cuando cxisfen lesiones 
o trastornos funoionales, es necesario y 
hasta obligatorio, disminuirlas, proou- 
rando llevar al maximo su capacidad de 
trabajo. Para ello muchos son los prooe- 
dimientos y farmacos empleados: Gim- 
nasia respiratoria, masajes en los miem- 
bros, deshidratacion y disminucion de 
peso on los gordos, etc., tonificaoion car¬ 
diovascular a base de glucosidos tipo 
digital, suero glncosado e insnlina y diu- 
rcticos, etc. La digitalizacion previa ha 
sido muy discutida y a pesar de ella no 
se tiene todavia una regia fija y aceptada 
por todos. Creemos que tratandose de 
corazones lesionadas y siendo la digital 
el mejor y mas seguro medicamento para 
su tonifioacion, puede ser empleado sis- 
tematicamente a dosis medianas o peque- 
fias doi/i> a 1 unidad gato, 4 a 5 dias antes 
de la operacion. Con ello se logra toni¬ 
ficar el organo y sin molestar ninguna 
de sus propiedades, por ouanto diohas 
dosis estan alejadas de las dosis de satu- 
racion, las unions danosas y de dudosa 
utilidad. 

El suero glucosado hipertonioo y la 
insnlina, si el metabolismo gliloido asi 
lo permite, constituye un huen metodo 
profilactico por ouanto desintoxioa, au- 
menta los depositos de glucogeno, aumen- 
tando asi las resistencias del aparato 
cardiovascular y retioulo endotelial, a 
las acoiones danosas de los anest5?:co=, 
reflcjos y ahsorcion de proteinas fcrante 
el trauma operatorio. 

El sistema nervioso, que fr.£r- 
encia tiene en el desenead"iam5'n£o cu 
colapso, debe ser tamliur aima-d-.. m 
cuenta, bajando su ermudiltdad 
del memento operatorli nu morfini- ~- 
copolamina, etc. Si i ueur d j ei 

estado de colapso » Trraiaira.ii - 

a segnirse debe enujr .a 

clinica del colurr-Ti, 
y de origen 
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oinplonran toclos los cardiotonieos y aiia- 
l('‘])ticos cai'dio-rospiratorios conoeidos y 
digital, ouabania, alcaiifor, cardiazol, 
corainina, liexeton, cafema, espartema, 
etc. 

Si es de origen vascular-periferico y 
coil disminucion de eaiitidad de sangre 
circulantc: .suero ghieosado endovenoso 
200 a 400 granios, adreiialina, sueros go- 
niados, etc. 

Si e.s cardio-vasciilar, se einplearan de 
pi’eferencia la digitalina, ouabama, ad- 
renaliiia (con reservas); sc evitara la 
introdncciou de grandes cantidades de 
liqnidos, espeeialmente endovenosos, 
]iara evitai- una sobrecargo al corazoii. 

Si sc tratara de colapso protoplasina- 
tieo, deben eniplearse substancias que 
eviton la fuga del plasma vascular, tales 
como: adrenalina, calcio, inyeceiones en- 
dovcnosas hiportouicas. 

1 La transfusion sangninca no da, se- 
gun Ei)i)inger, resultados favorables 
visil)los cn gran ninnero de operados. 

Si hay schoc por perdida de sangre 
(lieino]‘ragia), sc agregara al snero fisi- 
ologico endovenoso, inyeceiones goma- 
das. 

TiuT.\MiKXTo QUiauiJGico R.vmcAn 

nUXTROCIRUJ f.v 

Xnestra pnietica on la cirujfa rectal ha 
ido evolut'ionandn niorced al jirogreso do 
miestros eonoeiinientos y de la experi- 
eiicia adqiiirida. Asf es qne on los jn-i- 
ineros ahos, en 1927, al haeerse cargo en 
forma transitoria mu) de iiosotros del 
<i-rvicio de eirujia del Iiistitulo de !Medi- 
eiiia Hxjieriiuemal. operamos miestros 
iirimefov (•nfeniios jior el aiitigno nie- 
saerah 

Ka i S'‘ .•ntouee~ (ano UL7 y eomienzos 
lb* I'lS pile Ih-irabaii en 

r.eKpci.ea-' ih- op--rabilida<l. eraii i-n 
mai evr!-p<'i<ni, piii'> 

::.ay.>r;;; l-i !;:e-ia!! t-n final d<‘ 

lia (.] loj". ur: le-eliM iii- 


esperado para nosotros vino a desper- 
tarnos la atencion por nn metodo cono- 
cido pero caido nn tanto on desnso y 
reducida sn accion al campo de ciortas 
especialidades; me refiero a la elcctro- 
cirnjia, cuyas bondades habian sido pnes- 
tas de manifiesto con todo entusiasnio 
2 Dor Cerny y Doyen en Europa y jior 
Eudoro Cisneros entre nosotros. 

Keysser, ijioneer esforzado de la elec- 
trocirnjia, nos mostro en sn priniora 
espontanea visita al Institnto del Cancer, 
en forma brillante y objetiva, ciuinto so 
])odia lograr de este metodo, inicsto al 
dia merced a sn ciencia y a su tenaciclad 
y qne la electrocirnjia, debido a la ex- 
istencia de aparatos por el ideados, de 
gran rendimiento, en los cnales se posi- 
bilita el nso simnltaneo de diferentos 
clases de corrientes para fines qiiinirgi- 
cos, era nn medio mny litil cnando no 
insnbstitnible on el tratamiento qnirfir- 
gico del cancer. ’A el le debemos todo 
nnestro entnsiasmo y el jorogreso logrado 
con este medio terapentico. 

Desde ese entonces conienzanios a 
tratar los canceres inoperables, haciondo 
intervenciones paliativas y do inmediato, 
impre.sionados por sns brillantes residta- 
dos, extendimos la indicacion a la opera- 
cion radical, haciendo nnestra primora 
operacion electroquiriirgica de recto, al 
finalizar el aho 1928. 

A partir de esa epoca, en estas localiz- 
aciones como en otras neophisicas, hi 
electrocirnjia, por indicacion de la direc- 
cidn del Institnto, snplanto a la eirujia 
cruenta, pndiondo decirse on honor d(‘ 
quien la rehabilito y la ensefiara sin 
eicoismo—el profesor Keysser—qne es 
Iiatrinionio de la escnela argeiitiiia de 
cancernlogfa el haber .sido la iiriniera eii 
adoptarla y cstandardizar el jirocodiiai- 
ciito en el tratamiento electrorjuinirgieo 
rectal, ime.- si bien hoy veinos qiie Kireii- 
in-r. (icietze. Maiidl, verdadera< aiii"- 
ri(hide~ cn eiiaijia rectal, indiean sii'^ 
ventaja-'. en su visita a Aleinania en el 
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auo 1933, al ponerse uno do nosotros 
(Carranza) on oorrespondencia con el 
profesor Goetze con cl deseo de vcrle 
practical' su mctodo, conlestaba textual- 
mente, al aeusar reeibo de su inonogral'la 
sobre el tratamiento electoquiriirgico del 
cancer, quo quoria baeer rosaltar que el 
practicaba su mctodo solainente con 
cirujia cruenta. Esto era en el ano 1933, 
y nosotros lo baciamos desde el afio 1928. 

No es nnestro proposito insistir cn 
las ventajas del proeedimiento olectro- 
quin'irgieo. Todas ellas ban sido eomen- 
tadas en extenso en diferentcs publica- 
ciones anteriores, y sobre todo en sus 
fundamentos en el trabajo “Tratamiento 
quiriirgieo del cancer uterino grave jior 
la eloctrociruji'a” (Carranza, auo 1932), 
y en la conmnicaoion que sobre cl tema 
luzo a la Sooiodad de Girujfa on el ailo 
1933, que fue relatadn por cl iirofc.sor 
Copello sintetizaroiuos tan solo uuestra 
opinion sobre olla, diciondo lo quo acerta- 
damonte expresara Holtz Boyer al com- 
entar sus ventajas on la Soeicdad do 
Ciru.i’la de Paris, on cl afio 1935: Ella 
perinite “do faire mioux oo qu’on faisait 
deju”; como tambien extender nuestras 
posibilidades quinirgicas, oporando cu- 
ferinos que sin su ayuda nadie osarla 
fonnular una indicacioii operatoria; fiin- 
dainentando sus benofioios y ventajas 
sobre la cirujla cruenta, en la oclnsiou 
de los vaso.s sangulneos y linfaticos, efcc- 
los anti-infeeciosos y auti-.scliocantes 
debido a las propiedades do las corri- 
entes de alta frocuencia. 

Desde el afio 1928 liasta 1931, pracli- 
camos la operacion sacral vieja segfni 
Iloclienegg y Lexer, y desde esa feclia 
basta abora, debido a los trabajos funda- 
mentales do Goetze para consegnir una 
radicalidad efcctiva, proferiinos su 
nica, quo en muebos punfos la efettuf- 
bamos iiistintivainente, forzado= f.'.r 
eircunsfancias, pero sin liaber 'la.li 
explicaciou ni el fundainenfo tV’- -T t;;: 
magistralinento piiostos on <"arr 


comuiiicacion a la Soeicdad de Cirujla 
de Berlin on 1931; y la clasifioamos de 
operacion sacral anipliada, de acuerdo 
con Mandl, el sucosor de Hoelienegg en 
Viena, donde continuara con todo brillo 
la cscnela de su maestro en cirujla rectal. 

Tecnica.-—^Diremos que esta operacion 
la ofeetuamos en dos tiempos: primer 
liempo, colostomla y exploracidn do la 
lesion, a lo que sigue el tratamiento del 
recto enferiuo por lavajos reetalos, lo 
quo perinite la indieacion de la radio- 
tcrapia penetrante, que modifica favor- 
ablemente las lesiones inflainatorias cou- 
comitantes y despues que el enfenno ba 
abandonado el leebo y cuando liaya re- 
ciiporado y mejorado su ostado general, 
liaciendo dar la idea, ilusoria para el, de 
que su lesion ba desaparecido, es cl 
momonto y nunca antes, do oporar radi- 
calmente al enfenno. 

Insistimos sobre esto bocho quo nos ha 
cnscuado la practical nunca so deborri 
apresurarso a ofectuar el sogundo tiompo 
cn la oreenoia de que so favoreoeni el 
prouostico, ya quo el tiompo de la ])ro- 
mura de la indieacion operatoria ha 
jiasado, y os inuoho nuis imporlantc 
inejorar el estado general. linica medio 
quo perinitira la esperanra tie operar con 
exito en forma radical.esdtvirdefinifit ,i. 

Quedanos expre.-air tpic diforencia -.x 
istc entre el nubtx'.' sacral viejo t 
mctodo sacral scgi'm 

liaciendo nofar ya.' c! luotleni. ;.r '.t- 
poiie para fx r'A-c'ca o! connr ^ , 

liaber pra.’:’.'a' 'i'Cl?”'', vfa. qn, ^ 

la €lora:rj--c! ca.tr.po oi- -■■ 
plio cn:- c-'-m'v cxplonir e —i ' 

dorr.'nrf 'c dele 

T 5i.*s.;;r'a*':: a.^ - s 

Tr*b,'-r; ■'’V'XT'-n qx.''' ' a- 
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do robajar la mortalidad oporatoria y 
iiiojorar los resultados dcfinilivos? 

Xo queromos docir con csto quo el 
iiu'lodo sacral aiupliado os el unico c 
iasnbslihiible on el tratamieuto del carci- 
noma rectal, pero si quo es el do eleccion 
y qiie qnede indicarse on la gran mayoria 
d(‘ los casos, es deeir, on las locjilizaeiones 
anqinlai'cs y nno]icrineales, y on los otros 
casos. o sea on aquellos on quo existen 
eonlraindicaeioncs rolativas por la g'rave- 
dad del estado general, debe ceder su 
sitio al metodo vie.io sacral segnn 
llocbenegg, quo on sns manos y con sini- 
])le cirnjia ci'nonta lia dado resultados 
imiy bnenos. toniendo quo osperar—con 
la ayuda quo le ])resla el jirocedimicnto 
eleciroqnirnrgico — quo so benoficiaran 
Ins resultados. 

1-a via sacra.—Caractoriza la opora- 
cidn conocida con el nonibre do Krasko, 
la extirpacidn do nna jiorcidn mas o 
monos I'xlensa del sacro como tiempo 
previo do la reseccidn o aminitacidn del 
rc'cto. 

Ms olla. ])ues via do accoso su.iela a 
distinlas modalidados y no nna tecnica 
]irociso on sus detalles. Eximosta i>or 
primora voz por Krasko on el 14'^ (!on- 
eroso do la Sooiedad Alemana de Ciru.ji'a 
do r.orlin on iSSo. tuvo do imiiediato, no 
solo on Alomania sino on todas Ins cen- 
ti n> i|uirnrgions do importancia nna gran 
acnjida dur.anto un docenio. Pero el 
<>\oi-sii do i-onfianza (jne so cifrara on ella 
hi'/.n 1(110 so oxtniidieraii sns indicaciones. 
li.ai-ii-ndn quo sns rosultailns fueran 
!i!al<i<. ir;iduoidn> jmr mi aumenfo do In 
mortalidad ojioraloria. nil olovadn nu- 
taoro do ! ooidi\'a--' Ioo;do-;, ;i lo ((iio dol)iora 
av'oaai'-'- ;i<io!!i:i-' qtio lo-; ro^nltadix 
t'anoiiosalo- aloriti/.-uio- I'nornii modiocros. 

I,:; ot. rao:.'.r, do Kra-ko fu.' rooinpla- 
...da -a.;'o i ;r,if o! ao-todo ;d‘do:iiiiin- 
• . ri’.. ■ a Italao-rra y I'rtuioia. quo 

, . y a'cntia., nr. ;'ro‘_:ro-:(i. 

■ .. a ' i r • ’,. • ■;; a. ' I ! • ■r;--! ii-n! r.a do 

t'ni.dr.da' on 


el conocimiento de la patologia rectal, 
practicandose nna intervencion niucho 
mas amplia del recto en block con sus 
tejidos vecinas y los linfaticos. 

Sin embargo, an Aleinania y en 
Austria, los cirujanos permanecioron 
fieles a la via sacra, tratando do bone- 
ficiarla con los adelantos en materia do 
tecnica en la cirujia intestinal, y fnoron 
en ese entonces Voelker, Lexer y llooli- 
enegg los que la defendieron, y en la 
actualidad Goetze y Mandl son sus iinis 
calidos defensores. 

Nosotros concordamos con olios qne la 
via sacra no mcrece el olvido on quo la 
tienen la mayoria de los cirujanos, ya 
quo ella faeilita las intervonciones sobro 
el recto, proporcionando un anqilio 
campo operatorio que permite hacor nna 
oiioracion sumamente radical, y por nna 
razon fundamental: quo el recto, organo 
perineal, dobo ser oxtirpado por via baja 
y no por la via abdominal. 

Posicion del onfermo.—La posicion del 
onfermo en la via sacra tiene gran ini- 
])ortancia. La mayoria de los cirnjanos 
jirefieren la posicion lateral quo tiono 
como princijial ventaja la comodidad del 
l>aciente en esta larga intervencion. Pero 
esta ventaja estii invalidada por esto 
iieclio unis importantc: que la region no 
.^e visualiza liomogeneamento y qne el 
cirnjano qne debe operar sentado en esta 
jiosicion, tiene en ella dificnltades jiara 
diforonciar claraniente las distinlas 
fasos de la intervencieSn. La posicion nias 
idaica os la alidominal, jiosicidn de 
De, lage. (jne fin' el ]irimero qiiieii la jire- 
conizara. a la qne sc tilda do ser jioeo 
edmoda |)ara el jiaciente que no tiein* el 
Iniltito do ella y on la dial tiene qne 
a|Ktyar sii cara latoralmente sobre la 
me.-;.-!. 

Do mie.vtra dilatada jinielica dediie- 
imo-' ((lie nimrima jiosieidii ofreee la.' 
vditaja< al eirnj.-mo qne las de la jin.-i- 
i-idn (](■ Dejiairr-. 

I'biin-nado el enl’ermo et esta jio.si- 
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cion, igualmente que acostuinbraclo cl 
personal auxiliar a conocorla y al colocar 
al enfenno on forma oonfortablc, sc 
evitaii los inconvoniontes que algnnos 
antoros Ic ban roprocliado y quo nosotros 
no bomos observado on miestra practica. 

Lo fundaniontal os lo signionto: cstan- 
do colooado ol enfenno on posioion ab¬ 
dominal, las nalgas cstan tonsas, las 
partes latoralcs izquiorda y derceba 
visiializadas on forma igual y el cirujano 
colooado ontro las piernas quo cstan 
soparadas, conio lo indica la figura res- 
pcctiva, puedo oporar do pie y scr 
asistido por dos ayudanlcs coloeados a 
la dorcclia o izquiorda del enfenno, quo 
pueden efectuar su tarea on forma co- 
rrecta y comoda. 

Todos los oirujanos sabomos cl valor 
quo tiono la nyuda ofioaz y sistcnuUica 
quo llova a la ostandardizacion do la 
operaoidn con ol consiguionte beneficio 
para el pacionto. 

Doboinos inanifostar quo solo excep- 
cionalmento, por inoapacidad fisica o por 
oxtroina sonootud do! oiifonno, no utiliza- 
inos la posicion abdominal, valicndonos 
do la posioion do la talla con la pelvis 
elovada. 

Recuerdo anatoinico. — Haromos un 
poqueno recuerdo do la anatomia lopo- 
griifica do la region cuyo conocimiento 
os do capital importancia si so quiere 
efectuar una operacion bion rcglada; 
somos do los quo creemos que os perjudic- 
ial quo el cirujano liaga exceso do virtuo- 
sidad anatdniioa, poro quo rcconozca con 
soguridad las rolacionos topogi'aficas 
inodificadas a voces on alto grado por el 
procoso neopliisico, y que solo estc rc- 
cuordo anatoinico constante bara salvar 
los cscollos y no tenor accidentos ope- 
ratorios desagradables. 

La region sacra, topograficamenfe, os 
do extrema simpleza en sus pianos super- 
ficiales; on la linea media, so oncuentra 
ol coxis y, por oncima, ol Imeso sacro, del 
dial es fiicil y sin ningiin peligro rcsecar 


su ultima vertebra, para lo quo basta 
libcrarlo do las insoroionos del nnisculo 
glutoo mayor a la doreeba o izquierda, 
no oxistiondo vasos ni vorvios inqior- 
tantes a respefar, salvo la artoria sacra 
media que no so lesionarc si se sigue una 
tecnica apropiada, y on caso quo ello 
ocurriora, basta tomarla con una pinza 
y efectuar la ligadura biologica, apliean- 
do simplemente ol electrode activo sobre 
la ])inza bemostiitica. 

Esta simpleza topognifica desaparece 
do improvise cnando sc penctra on el 
interior do la pelvis, y se obsorva, y nos 
ba pasado a nosotros mismos en nuostras 
primeras operacionos por via sacra, que 
esta intervencion que se desarrollaba 
basta este momonto on forma elegante y 
proeisa, doja do sor asi para dar lugar a 
maiiiobras confuses, falto ol oporador do 
la oriontacion anatomica justa; so siontc 
y so Irasluco la indecision y ostii librado 
al azar on oncontrar on este momonto, on 
una maniobra cioga, la ruta quo so ba 
pordido. 

Los que hemos luohado con ostas 
dificultados, bemos tratado do snb- 
sanarlas, roeurriondo a los libros cbisioos 
do medicine oporatoria que son muy poco 
o nada oxplicitos en ostros dotallos do la 
tccniea; por lo que bomos rcsuolto bacer 
una revision do la anatomia topognifica 
do la region, tomando como base los 
fundamontales poro ya anticuados f raba- 
jos do Voolkor. 

Al distinguido anatomista Dr. J. 
Catcula debemos los cortes anatdmicos 
que figuran en este trabajo. Elios ban 
side efcctuados on la Ciitedra dc Ana- 
toinia topognifica del profesor Galli y 
liecbos do acuerdo a las nocesidade.s 
quirurgicas que bomos mencionado, tra- 
tando do aclarar las relaciones quiriirgi- 
cas importantos y desbeebar aquollos 
dates que tengan nn simple interes 
anatoinico. 

Estas proparaciones anatomicas, liecb- 
as en anqilia colaboracion del cirujano 
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de rebajar la mortalidad operatoria y 
mejorar los resultados definitivos? 

No queremos decir cou esto que el 
metodo sacral ampliado es el imico e 
iiisubstituible en el tratamiento del carci¬ 
noma rectal, pero si que es el de eleccion 
y que quede indicarse en la gran niayoria 
de los casos, es decir, en las localizaciones 
anipulares y anoperineales, y en los otros 
casos, 0 sea en aquellos en que existen 
contraindicaciones relativas por la grave- 
dad del estado general, debe ceder su 
sitio al metodo viejo sacral seguii 
Hocbenegg, que en sus manos y eon sim- 
])le cirujia eruenta ba dado resultados 
mu}' buenos, teniendo que esperar—con 
la ayuda que le presta el jirocedimiento 
clectroquiriirgico — que so beneficiaran 
los resultados. 

La via sacra.—Caracteriza la opera- 
cion conocida con el nombre de Kraske, 
la oxtirpacion de una porcion mas o 
' monos extonsa del sacro como tienipo 
jirevio de la reseccion o amputacion del 
recto. 

Es ella, pues via de acceso sujeta a 
distinlas modalidados y no una tecnica 
])rociso en sus detallcs. Expuesta por 
jirimorn voz por Kraske en cl 14° Con- 
groso de la Sociedad Alemana de Cirujia 
de Berlin en 1SS5, tuvo de inmediato, no 
.“sdlo on Alemania sino en todas los cen- 
l)-os quirurgicos de importancia una gran 
aeojida durante un deconio. Pero el 
exeeso de confianza que se cifrara en ella 
liizo que se extondicran sus indicaciones, 
liaeiondo quo sus I’esultados fuoran 
malos. traducidos por un aumento de la 
mortalidad oiioratoria. un elevado nii- 
moro de reeidivas locales, a lo quo debiera 
agroLrarso adeimis que los resultados 
rimcionales alcaiizados fuoron mediocres. 

La o]ioracidn do Kraske file reenqila- 
/.;ida entoncos ])or ol metodo abdomino- 
lierineal on Imrlatorra y Francia. quo 
cniistitiiyd. sin diida alviina. iin jirogroso, 
y.-i f]no ol ])roco(limi<‘nto l)onoficiara do 
la^ tL-nioas m:is niodornas fimdadas on 


el conocimiento de la patologia rectal, 
practicandose una intervencion luuclio 
mas amplia del recto en block con sus 
tejidos vecinas y los linfaticos. 

Sin embargo, an Alemania y en 
Austria, los cirujanos permanecieron 
fieles a la via sacra, tratando de bene- 
ficiarla con los adelantos en materia de 
tecnica en la cirujia intestinal, y fiieron 
en ese entonces Voelker, Lexer y ITocli- 
enegg los que la defendieron, y en la 
actualidad Goetze y Mandl son sus mas 
calidos defensores. 

Nosotros concordamos eon ellos qne la 
via sacra no merece el olvido en que la 
tienen la mayoria de los cirujanos, ya 
que ella facilita las intervenciones sobre 
el recto, proporcionando un aniplio 
eampo operatorio que permite liacer una 
operacion sumamente radical, y por una 
razon fundamental: que el recto, organo 
perineal, debe ser extirpado por via baja 
y no por la via abdominal. 

Posicion del enfermo.—La posicion del 
enfermo en la via sacra tiene gran im¬ 
portancia. La mayoria de los cirujanos 
]3refieren la posicion lateral que tiene 
como i^rincipal ventaja la coniodidad del 
paciente en esta larga intervencion. Pero 
esta ventaja esta invalidada por este 
hoebo mas importante: que la region no 
se visualiza liomogeneainente y que el 
cirujano que debe oiDerar sentado en esta 
posicion, tiene en ella dificultades para 
diferenciar claramente las distinlas 
fuses de la intervencion. La posicion mas 
logica es la abdominal, posicion de 
Depage, que fue el primero quien la pre- 
conizara, a la que se tilda de ser poco 
comoda para el paciente que no tiene el 
liabito de ella y en la cual tiene que 
apoyar su earn lateralmente sobre la 
mesa. 

De nuestra dilatada pimctiea deduc- 
imos que ninguna posicion ofrece las 
ventajas al cirujano que las de la posi- 
cidn de Depage. 

Enti'cnado el enfermo et esta posi- 
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cion, igiialmentc qua acostuinbrado el 
personal aiixiliar a conocerla y al colocar 
al enfermo en forma coiifortable, se 
evitan los iiiconvenientes que algiiiios 
aiitorcs le ban reprochado y que iiosotros 
no beinos obsoi’vado on uiiestra practica. 

Lo fundamental es lo siguiciito: estan- 
do colocado el enfermo en posicion ab¬ 
dominal, las nalgas estaii tensas, las 
partes latorales izquierda y derecba 
visualizadas en forma igual y cl cirujauo 
colocado entro las pieriias que estiin 
soparadas, como lo indica la figura res- 
pectiva, piiede operar do pie y scr 
asistido por dos ayudantes colocados a 
la derecba e izquierda del enfermo, quo 
piieden efectuar sii tarea en forma co- 
rrecta y oomoda. 

Todos los cirujanos sabemos el valor 
que tieiie la ayuda oficaz y sistcnuitica 
quo llova a la estandardizaoion do la 
operaciou con el consiguionto boueficio 
para el paoionto. 

Dobomos manifostar quo solo oxccp- 
oioiialmente, por incapncidad fisiea o por 
extrema senoctud del enfermo, no utiliza- 
iiios la posicion abdominal, valiondonos 
do la posicion do la talla con la pelvis 
elevada. 

Eecuerdo analomico. — Haremos un 
poquefio recuerdo de la anatomia topo- 
grafica do la region cuyo conoeimieiito 
os de capital importancia si se quiere 
efectuar una operacion bion rcglada; 
somos de los que creemos quo es per judic¬ 
ial quo el cirujano liaga exceso de virtuo- 
sidad anatoraica, pero que roconozca con 
seguridad las relacioncs topograficas 
modificadas a voces on alto grado por el 
proceso noopliisico, y que solo cste rc- 
cuordo anatomico constanto hard salvar 
los escollos j no tenor acoidentes ope- 
ratorios desagradables. 

La region sacra, topograficamente, es 
do extrema simpleza en sus pianos super- 
fioiales; en la Imea media, se eucuentra 
el coxis y, por encima, el liueso saoro, del 
cual es facil y sin ningtin peligro rcsecar 


su ultima vertebra, para lo que basta 
liberarlo do las inserciones del musculo 
gluteo mayor a la derecba e izquierda, 
no cxistiendo vasos ni vorvios iiiqjor- 
tantes a respetar, salvo la artoria sacra 
media que no so lesionare si se sigue una 
tecuica apropiada, y en caso que olio 
ocurriora, basta toniarla con una pinza 
y efectuar la ligadura biologica, aplican- 
do simjdomente el clectrodo active sobre 
la pmza liemostiitica. 

Bsta simpleza topogriifioa desapareco 
de improvise cuando so penetra en el 
interior de la pelvis, y sc obsorva, y nos 
ha pasado a nosotros mismos en nuestras 
I)rimeras operaciones por via sacra, que 
csta intervencion quo se dosarrollaba 
hasta este momento en forma elegante y 
procisa, doja de ser asi para dar lugar a 
maniobras oonfusas, falto el operador de 
la orientacion anatomica justa; so sientc 
y se trasluco la indecision y osta librado 
al azar en cncontrar en este momento, on 
una maniobra ciega, la ruta quo so ha 
perdido. 

Los que hemos luohado con ostas 
dificultades, hemos tratado de sub- 
sanarlas, recurriendo a los libros olasicos 
de medicina operatoria que son muy poeo 
o nada oxplicitos en ostros detalles do la 
tcenica; por lo que homos resuelto haeer 
una revision de la anatomia topognifica 
do la region, tomando como base los 
fundamentales pero ya anticuados traba- 
jos de Voelkcr. 

Al distinguido anatomista Dr. J. 
Calcula dehe^nos los oortes anatomicos 
quo figuran on este trabajo. Elios ban 
sido efootuados on la Catedra de rVna- 
tomia topognifica del profesor Galli y 
hechos do acuerdo a las necesidados 
quirurgicas que hemos mencionado, tra- 
tando de aolarar las rolaciones quirurgi¬ 
cas importantes y deshechar aquellos 
datos que tongan un simple intercs 
anatomico. 

Estas preparaciones anatdmicas, liecli- 
as en amplia colaboracion del cirujano 
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con cl analoinista, pcrmiten compene- 
trarse on forma pnictica del estudio de 
las envolhii-as o fascies del recto, cuyas 
descriiiciones son tan variadas segam las 
diferentes cseuelas y sobre todo confusas, 
coino tanibien nos ban servido para 
dcshecliar nociones crroneas que se 
rcpilcn en todos los textos y arficnlos 
sobre mcdicina operatoria, gravandonos, 
en eambio, en nuostra mente las relacio- 
nes iinporlantes que no debe olvidar el 
cirujano en el inomento operatorio. 

LiA AMPUTACIOX SACllAL. OEL RECTO 

Usamos en esta intei'vencibn de pi'e- 
fcrencia la aneslesia raqiudea a la novo- 
cania, cnya dosis se gradna sognn el peso 
del enfcrmo, pero no solircpasando nunca 
la canlidad do 12 eenti'gramos. Esta anes- 
tcsia nos ha permitido operar eomoda- 
niente todos los casos de nuestro mate¬ 
rial, y en casos nniy excepeionales que 
podonios traducir en el 1-2 por ciento, ha 
side necesario coinpletar la anestosia 
ratjni'dea on el tionipo final do la intor- 
voncion con gasos. 

Aneslesiado el enfcrmo en decubilo 
pi'ono, con los innslos flexionados on 
angnlo recto y los niiembros inferiorcs 
anii)Iianiente separados y colgando asi 
abajo; aplicacion del eleclrodo inactive 
en el bajo vienlro; liinpieza de la ampolla 
rectal con nna solucion de acido pierico; 
colocacion en el ano de nun gasa embe- 
bida on esta solucion y cierre de estc 
oril'icio ])or sntnra en 1)olsa, toinaiido la 
easa. 

tdilizando la corriente de electro- 
tonna, se iucinde la piel a jiartir do la 
reai'hi sacra on la linea media, jjor 
t'licima del tcrcor agujero sacro, y se 
(Icsciciide liacia abajo. un poco a Ja 
i/.i|nii‘rila de la linen media liasta cir- 
ciinscribir en ano. Division de] tejido 
(•i-hiliiadiiiosii en t' da la extencidn de la 
heMfi’a. nli!i/.;u!do la ini'-ma corriente. 

Si- -^eiiara i-I glnteo mayor de .^iis in- 


SC rcioiies sacras, igualmente el ligainento 
tnberosacral, inserto por debajo de las 
fibras de dicho musculo; se seccioua 
igualmente el ligamento espinosacral, 
para lo que se utiliza la corriente de 
eoagulotomia, y se manticne el cirujano 
on la proxiniidad de la region osea para 
evitar la hemorrairia que es nula y salvar 
la arteria pudenda comiin que corre nuts 
liacia afuera. 

Osteotomia del sacro por debajo del 
tereer agujero sacro, sirviendose de un 
escopio amplio, con el cual se golpea 
lentamcnte. Seccionado el hueso, se lira 
liacia abajo con la ayuda de un teiniculo 
0 un grancho apropiado, separando con 
cuidado el hueso de la fascia pelvivis- 
ccral, evitando asi herir la arteria sacra 
media. 

Ilecho esto, se separa el recto con- 
juntamente con su envoltura fibrosa que 
coiitiene el tejido conjuntivo retrorectal, 
de la cavidad osea por medio de la manio- 
bra descripta por Goetze, que se cfectna 
con gasa montada, con lo quo se crea asi 
una amplia cavidad que deja visualizar 
arriba el promontorio, hacia adelante el 
recto con su envoltura fibrosa y hacia 
abajo los elevadores recubiertos por la 
fascia anal. 

Comienza ahora on realidad la inter- 
vencion, donde es necesario el conoci- 
miento topografico que hemos mencion- 
ado arriba. Debajo del sacrocoxis extir- 
pado aparece una tensa capa de tejido 
conjuntivo con estrias de tejido adipo.so. 
Es la fascia quo I'ecubre la parte extcriin 
del musculo elevador del ano (fascia 
mmsculo elevator ani). Esta fascia re- 
cubre lateralmente el tejido muscular, 
pero se transforma en la Jinea media en 
una ospecie de aponeurosis que en eslo 
sitio mediano esta adherida mtimarnente 
al recto que se encuentra colocado por 
debajo. Esta adherencia modiana es do 
diferente audio, pero, en general, es de 
2 cm. y la variacion de extension depende 
de la extension del proceso rectal. 
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Como el musculo elevador del ano esta 
idliorido lateraluieiite a la jjarcd pel- 
•iaiia, lleva el camiuo eii su parte externa 
1 la pared pelviana y no al recto; hay 
lue sccciouar al musculo elevador e ir 
)or su parte interna, con lo que se llega 
il onibudo por el quo pasa el recto. La 
seccion del musculo elevador no se debc 
L'feetuar on la luica media sino a ainhos 
lades, alguuos conttmetros do la linea 
uiediana. Las fibras museulares se se- 
ccionau transvcrsalmente a su curso dc 
arriba bacia abajo; para ello se emidca 
el corte de ooagulofomi'a. No se produce 
liemonagia al bacer este corte y no cs 
nocesario ligar vasos, quedaiido de la 
seccidn bilateral de los elvadores un trozo 
muscular rectangular do 6 a S cm. de 
largo por 4 a 5 cm. do anebo, colgando del 
recto, que puede sorvir para traccionar 
este drgaiio en uuo u otro sentido. 

Se ba soooionado el nnisculo elevador 
del ano; todavia no tonomos a la vista el 
I'oofo sino uua oapa de (ejido brilloso y 
la.xo, de aspoeto de uua bolsa serosa. Es 
la lioja visceral do la fascia pelviana. 
Esta boja visceral do la fascia pelviana 
rodea en la region sacra al recto y a las 
])artcs urogejiitales quo sc encucntraii 
por delanto, Reviste, pues, en el boinbre, 
al recto conjuutameiite con las vesiculas 
seininalcs, al cucllo de la vejiga y a la 
prostata, y en la niujer al recto, cuello 
uterino y vagina. Si uno quiere encoiitrar 
el camino a la cara antei'ior del recto, es 
decir, al cspacio entre este y el tracto 
urogenital, no se debe maiitcner en la 
parte externa de este tejido coiijiintivo, 
ipie nos llcvaria a la cara anterior de la 
prostata o de la vagina. Hay que inciiidir 
la fascia visceral pelviana y, beebo csto, 
llegarii facilnientc a la cara anterior del 
recto. 

indicaremos cuiil es el sitio wns 
npropiado para bacer la incision de esta 
fascia. Tirando por iiifernicdio de la 
sutura del ano bacia abajo y bacia el 
costado i)or medio del tejido niuscnlar 


restante del elevador y es 
reeiibicrto el recto por la f 
sc veil, por transjiarcncia, \ 
eos quo van longitudinaln 
v'cnas del ploxo prostiitico 
marean el jiasaje del recto 
pnes se encuentran a ambi 
cavidad que queda lateri 
estos orgauos. La incision 
visceral debe efecluarso c 
c.stos vasos y realizarso or 
y en la mayor extension poi 
incision, se cortan algunas 
ares, pero de poca importa 
exigen ligaduras sino sin 
cion. Ilecbas estas dos incii 
seijarar al recto do las form 
das delante de cl, existio 
adlierencias a estos orgaiu 
mediana, quo se dejan dc 
mento con el dodo. 

Ifemos llogado a la ca 
situado on el boinbre eiitr 
prostata y las vesiculas so: 
coiioeida en ia oseuela fra 
condiclon laxn con el nom 
docollnblo." Se pasa do lac 
ayuda do iiiia piiiza aprop 
de gasa que sirvo para 
recto, con lo cual so bace i 
araoioii del organo de b 
sacral. Hecba esta znauiol 
tensos algunos condones d 
juntivo, situados en el tejid 
mesosigiiia. La arteria lie: 
se biere, pues se encuentra 
fniidaiiieiite en la grasa dc 
cerca do la ])!ued iutestina 
de estos condones do tejid 
que se bace iguabiieiile c 
coagiilotoiuia, permite uiia 
mayor del intestino, que s 
Incia abajo. 

I logamo.s abora a la iiici: 
toneo. El poritonco asiciifii 
jiga y las bolsas esporni 
boinbre, sobro cl eiiello ii 
iiuijcr, en forma unis laxa 
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recto. Si se retira el recto cle las jiartes 
quo estaii por delaiite, queda la iiarte 
envolvente adherida a la cara anterior 
del recto. 

Abertura del peritoiieo: Casi a la mitad 
e altura entre el promontorio y el borde 
del sacro resecado, a 2 cm. a la derecba 
de la liuea media (os decir, a 4 cm. del 
recto que esta situado eii el bombre mas 
liacia la izquierda), se secciona, por me¬ 
dio de im f)equeuo corte longitudinal, la 
fascia pelvivisceral y se empuja el tejido 
laxo, que esta debajo, bacia la izquierda. 
Se clioca entonces contra una mcmbrana 
serosa fuerte que es el peritoiieo, la que 
se iucinde longitudinalniente. 

Nosotros liemos comprobado en nues- 
tros cortes seriedos quo esta iiidicaciou 
dada por Goetze eu sus traba jos es exacta 
y quo este es el sitio mas apropiado para 
abrir el iJcriloueo por via sacra; y, 
ademas, este lieclio importaute: que el 
p-ecto, on el bombre, esta lateralizado a la 
izquierda, mieiitras quo on la mujer 
guarda uua posiciou mediaiia (Ver cor¬ 
tes auatomicos. Figs. 7 5 " 8 ). 

Eu este sitio, no bay vasos que mo- 
Icstou, y los ureteres, cscollos siempre a 
evitar eu estas iutervenciones, son lleva- 
dos en esta forma bacia adclaiite (fuera 
do la fascia pelvivisceral), y aiin cuaudo 
olios se eueueutreu fuera del campo opc- 
ratorio, es aconse.iable visualizarlos para 
evitar su lesion, sobre todo en la mujer; 
y recordomos quo de los dos, el izquierdo 
es el quo guarda uua relacicin nuis inlima 
con el redo (ver biinina ilustrativa cor- 
respoudioute). 

Despues de bal)er reparado el jicri- 
toiieo y airrandado la incision bacia arri- 
lia y liacia aba jo, se penotra con el indice 
dcrccho por afuera del ya visualizado 
(.•olou iH‘lvineo. y so baco eon la yema 
del dodo bombear la bolsa iieriloncal del 
lado iz'juierdo y. lilire ('sta de las adlier- 
encia- >}ue pueden presentar.se. se re- 
rinpbi/.a el dedo. seiriin lo acim^eja 
]iiir nn in-trumento cnrvo. (jne 


puede sor un gaiicbo de Trendelenburg 
usado en la cirujia pulmoiiar. Nosotros 
usamos un Decbanqis esi^ecial de gran 
tamano, y sobre su puiito so abre el pcri- 
toneo a la izquierda en la misma forma 
que bcmos becbo a la derecba, con un 
corte longitudinal, que se agranda bacia 
arriba y abajo, rei^arando luogo su borde 
lateral. 

Abierto el peritoiieo, se coloca una ri- 
enda que tire el recto y ponga lenso el 
cordon vascular de la arteria liemorroi- 
dal superior, que es entonces fiicilmoiitc 
ligada con una doble ligadiira con soda 
y seccionada a la altura del promoii- 
torio. 

Hecbo esto, cl colon cede de golpe y 
se desarrolla con facilidad el aiisa sig- 
moidea. Como el cnfermo esta colocado 
cn posiciou abdominal y en ligero Tren¬ 
delenburg, las ansas iutestinalcs no mo- 
lestan en absolute, y so observa clara- 
meiite el espacio entre la vejiga y la 
pared rectal anterior. Se visualiza e-v- 
actamente el peritoiieo incindido a la 
dereclia e izquierda del colon pelviaiio, 
y estos cortes son unidos, como en el 
metodo abdomiuoiieriiieal, por medio do 
un corte semilunar delaiite del recto y 
efectuado este tiempo bajo el control 
visual, so separa el recto con corriente 
de electrotomia de la vejiga, de las vesi- 
culas seminales, conductos deferentcs y 
jjrostata, resiiectivamente, en la mujer 
del cuello del litero y de la vagina. 

Este acto operatorio se efectua con 
sorj)rendente facilidad. Ligadiii'as lienio- 
staticas no son necesarias, pues, ligadfi 
la bcmorroidal siqjerior, la regicin esta 
exaugue, ya que casi todos los vasos cn 
este sitio son tributaries de ella. Nos 
restarii ligar tan scilo la arteria bcnio- 
rroidal media situada lateralmente on los 
llamados alerones del recto. 

No nos oxplieaiiios poi-que algunos an- 
tores sacrifican la arteria bipogastrica 
y, con tdla, vasos imjiortaiites, como la 
.•rlutea mayor, la arteria vesical, la iitc- 
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rina y la pudenda, cuando esta pleua- 
mente demostrado que la irrigaoion del 
recto depende en su casi totalidad de la 
liemorroidal superior, y el resto de la 
media e inferior. 

Sicmpre liajo control visual, se coin- 
pleta la seccion del recto de sus partes 
iaterales y, una voz lieclio esto, se fija 
la altura donde se seecionara ultcrior- 
niento el colon sigmoideo, y se desarrolla 
esto en forma que no sufra tironeaniien- 
tos y que tenga una irrigaoion apropiada, 
lo que so consigne respetando la arcada 
marginal. Luego, se cierra el peritoneo 
a la izquierda y dereclia por medio de 
nna sutura continua con catgut, que ein- 
pieza en la parte superior de su aber- 
tura y desciende liasta el sitio en que se 
formara un nuovo espaoio do Douglas. 

Corrado el peritoneo totalmente y re- 
forzada su sutura con unos puutos de 
soguridad, se soooiona rocion el intestine 
on la forma habitual y el inufion, cerrado 
por un clamp, so fija en la parte su¬ 
perior do la hcrida del lado izquierdo. 

Se aoonseja, y nosotros lo practicamos, 
recubrir el mufion sigmoideo con una 
oapa de goma ascptica y mantenorla co- 
rrada durante 48 horas. Liberado el recto 
facilmente de sus conexiones inferiorcs, 
se ponen algunos puntos do contencion 
y se tapona ampliamente la oavida cre- 
ada, lo que da iiiia gran soguridad al eii- 
fermo en lo referente a la infeccion tan 
teinida en las intervenciones del carci¬ 
noma rectal. 

De la tecniea dcscripta, el linico do di- 
fieultad en la teenica operatoria cs lii 
ligadura en sitio apropiado de la arteria 
liemorroidal superior, quo dobe Imccrsc 
en el mismo sitio quo se cfectiia en la 
operacion abdominoporine.al, es decir, a 
2 cm. por encima del promontorio. 

Sintotiz.ando, la operacion debo desa- 
rrollarse en los tiompos siguiontes: 
Primer acto oporatorio: Seccion del elo- 

vador del ano on sitio apropiado; 


Segundo acto operatorio: Seccion de la 
fascia pelvivisceral; 

Tereer acto operatorio: Desprendimi- 
ento del recto de las formaciones geni- 
talos antoriores; 

Cuarto acto operatorio: Abertura del 
peritoneo; 

Qiiinto acto operatorio: Ligadura de la 
arteria liemorroidal superior; 

Sexto acto operatorio: Cierre del peri- 
tonco; 

Septimo acto operatorio: Seccion intesti¬ 
nal en la altura apropiada; 

Octavo acto operatorio: Bxtirpacion del 
recto de arriba abajo; 

Noveno acto operatorio: Cierre de la ca- 
vidad por taponamiento. 

TIIATAMIENTO DE LOS OANOERES 
INOPEKABLES 

Juzgado un o-ancer de recto inextii'- 
pable radicalmente, la tecnica usada por 
nosotros es la signiente: Despues de ha- 
ber ofectuado el ano contra natura iliaco 
definitivo, so liacon las mismas indica- 
ciones complcmentarias como henios in- 
dicado en el capitulo sobre el tratami- 
onto radical, qne sinm para preparar al 
enfermo para la practica indefectible do 
la lesion por la elcctrocirujia, porquo 
nosotros creemos firmemento que el ano 
contra natura, solo obra eficazmente en 
cl case raro y eventual do una oclusion, 
pero quo no tieno accion sobre la evolu- 
cion del cancer en si, y menos en el tra- 
tamiento do sus sintomas mas penosos: 
fenomenos de compresion, intoxicaeidii, 
perdidas tenaoes, etc. 

En estas Icslonos inoporablos, noso¬ 
tros asociamos siempro, en este tiempo 
de espera de buen funeionamiento del 
ano, la radioterapia penetrante. 

La interveneion on si, tiende a climinar' ' 
en la forma m.'is radicalmente poj^le 1 
lesion; claro cs ' c en esto ‘ - 

imposible fij ' ecnica i, 

olla esta siq cgiin 
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tension y adherencias que la lesion tenga 
con los organos vecinos. 

En lesiones bajamente situadas el pro- 
cedimiento es mas simple, en oposicion 
a el de cases de lesiones altamente situa¬ 
das por encima del fondo de saco peri¬ 
toneal, que sei’iin mas dificiles de trata- 
miento y inas peligTosas, en las cuales 
se aconseja efectnar este pi-ocedimiento 
paliativo sin abrir el peritoneo que actu- 
ara de aislador sobre la vagina, cuello 
uterine y vejiga, respeetivamente. 

Caracleriza al procedimiento el trata- 
miento electi’oquinirgico del cancer in¬ 
operable, el siguiente tiempo: la aber- 
tura dorsal del I'ccto por coi'te de coagu- 
lacion, despues de baber efectuado natu- 
ralmente la exposicion amplia del recto, 
asienlo de la lesion, por la reseceion del 
sacro y del coxis, Ilecbo este tiempo do 
la abertura dorsal del recto, se proce- 
deni bajo la vista a la eoagulacion del 
.umor. 

Cilenoralmcnte este eorte longitudinal 
se el'cetuara sobre un tapon de gasa mon- 
lada introducido i)or el recto jnira prote- 
geiio en cl case que la tumoracidn este 
siluada lambien sobre la imred poste¬ 
rior, se coagnlara la lumoracibn desde 
la’ luz reclal en la forma mas anqdia 
])Osible, esio con el objelo de evilar las 
bemorragias. 

bll procodimienlo electroquiiairgico en 
los canceres inoperables, lema sobre el 
cual lenomos gran exporiencia, ofroce 
v«!nfajas dignas de fenei'se en cuenlo y 
di* gran inf ores en beneficio de los enfer- 
mos. ])ues a voces se obfienen mayores 
resnllados de Ins provislos, y esto asi: 
desi)ues de baber fratado enfermos elec- 
Irnqnirnrgieanienle en sus fieinpos jjri- 
nieiMs de la infervencion ])nr la coagula- 
eibn del fninor. el ealor bac(‘ separar la 
tninorai-iiin rectal de las adherencias quo 
elhi tenia con los organos vecinos. haci- 
eiido ])osil»l(' nna ojieracibn i-adical. es 
deeir. one en ease- ihubK. la electrocini- 
jia ha l<o-na<h> nn case inojKo-alih' en un 


caso operable. Cuando esta feliz coutin- 
gencia ocurre, se cierra con un clamp la 
abertura dorsal practicada y se precede 
a la amputacion radical calcada ya de 
la operacion sacral vieja o de la aniputa- 
cion coxqjerineal. 

En caso que esto no sea posible, sc 
efectiia la seccion del recto jDor encima 
de la lesion, fijando el eabo a la extremi- 
dad superior de la lierida, y se trala do 
suprimir la tumoraeion con la parte del 
recto, asiento de ella, por coagulatoniia, 
despues de baber sido coagulada, finali- 
zando la intervencion extirpando la parte 
inferior del recto inclujmndo ano, esfin- 
ter j grasa del espacio perirectal, que- 
dando al finalizar la intervencion, una 
cavidad semejante a la restante al efectu- 
ar una amputacion perineal tipica. 

Siempre queda en estos casos, claro es 
al cirujano especializado, la pena de no 
podor actual’ radicalmente, y en este 
procedimiento bay que contar siem])rc, 
cuando el proceso extondido situado en 
la pared anterior, fijandolo a la vejiga, 
sobre todo en el bombre, a la eventual 
formacion de una fistula, que retardara 
pero no impedira, como nos ba ocnrriclo, 
la cicatrizacion que concluye por cerrar 
muebas veces estos procesos fislulosos. 

Como contraindicacion del procodinii- 
ento de la electrocirujia en la forma que 
hemos desci-ipto, se encuentran aquello.s 
casos extendidos en que se compiaieba, 
una vez la lesion explorada quiriirgica- 
mentc, que ella se extiende al fondo del 
saco ]ieritoneal infiltrandolo. En esfos 
casos no se podra efectnar la elecfro- 
coagulacion en forma correcla, sino ha- 
cor una electrocoagulacibn do limpieza 
<pio tondivi ofeetos mas morales qm* ciira- 
livos. 

Cuando por causas circumstancialcs 
no es posible efectnar el tratamiento 
elect roqniriii-gico paliativo a cielo abier- 
to. ])ara nosotros el de eleccibn y qne se 
basa en la reetotomia posterioi’, inclodn 
jfrojmesto desde hace mnebos afios antes 
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de conocerse el procedimicnto electro- 
quirurgico por Denonvilliers y Verneuil, 
para combatir la amenaza do ileus en el 
carcinoma rectal inoperable, puede rc- 
currirse a la electrocoagulacion trans- 
anal, usada por Stefani, Schmidt, Strauss 
y sobre todo por Henschen, de Basilea, 
que ha hecho construir un instrumental 
especial para la electrocoagulacion endo¬ 
rectal del carcinoma. 

Nosotros hemos hecho en nuestro re- 
lato al Octavo Congreso de la Asooiacion 
de Cirujia de Buenos Aires un estudio 
detallado del procedimiento transanal. 

Ahora bien, praoticamente, nosotros 
lo usamos excepeionalmente, por creerlo 
inferior en sus resultados al metodo 
anteriormente desorito, y lo haeemos 
forzados por las circunstancias, cuando 
la edad luuy avanzada de los pacientes 
0 una oontraindioaoidn soria do ordcn 
general impidan praotioarlo. 

Como conclusion, qucda sentado, para 
nosotros, que el metodo eloctroquirurgico 
es de eleceion en esta localizacion de las 
neoplasias, y que con el se lia oonseguido 
un sensible mejoramiento de los resulta¬ 
dos, ya que de nuestra esperiencia surge 
quo se puede obtener un 50 por ciento de 
curaciones de mas de 5 anos. Esta cifra 
se refiere a 261 enformos operados por 
nosotros, con una mortalidad operatoria 
de 2 por ciento, lo que es el mejor elogio 
que se pueda hacer del procedimiento.* 

nfeUME 

Les auteurs font un rapport sur le can¬ 
cer rectal, en considerant premierement 
quelques donnees statistiques, relatives a 
la frequence, ses formes cliniqnes, etc., 
chez un total de 926 malades de cette 
localisation de I’Institut de Jledecine Ex- 
perimentale do Buenos Aires. Bs pas- 
sent ensuite a I’etude des resultats oh- 


*Se lia omitido una roluminosa bibliograffa por 
falta dc espacio. 


tenns par la Eoentgentherapie ct le 
radium dont les succes mediocres en com- 
paraison avec ceux de relectrochirurgie, 
les obligent a se detenir sur ce dernier 
traitement, dont ils esposent les details. 

A base de leur experience obteuue 
dans un gran nombre de cas traites, les 
auteurs f ormulent la conclusion suivante: 
“II n’existe pas de doute pour nous, que 
I’eleotrochirurgie est le traitement 
d’election pour cette localisation neo- 
plasique et qui a permis d’obtenir une 
amflioration considCTable, des resultats 
pnisque notre experience nous montre 
que I’on pent atteindre 50 pour cent de 
gucrisons de plus de 5 ans. Ce chiffre 
se refere a 261 malades, operes par nous, 
avec un mortalite operatoire de 2 pour 
ceut, ce qui est le meilleur eloge que 
Ton puisse faire de ce traitement.” 

BUMAMO 

Los autores haoen una relaoion sobre 
el cancer de recto y despues de oonside- 
rar algunas cifras relatives a la freouen- 
cia, formas clinicas, de los enfermos tra- 
tados en el Instituto de Medieina Ex¬ 
perimental sobre un total de 926 enfer¬ 
mos, estudian los tratamientos efectua- 
dos considerando on primer termino la 
radioterapia, y el radium, para dete- 
nerse, en vista de los pocos exitos obte- 
nidos con estos procedimientos, sobre el 
tratamiento eleotroquirurgico. 

Como conclusion y teniendo en ouenta 
la cifra de los numerosos eases tratados 
terminan mauifestando: “queda senta¬ 
do, para nosotros, que el metodo eleotro¬ 
quirurgico es de eleceion en esta localiza¬ 
cion de las neoplasias, y que con el se ha 
consequido un sensible mejoramiento de 
los resultados ya quo de nuestra experi- 
encia surge que se puede obtener un 50 
por ciento de curaciones de mas de 5 ^ 
auos. Bsa cifra se ref 261 •mos ^ 
operados por nosof li- 

dad operatoria d i 
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es ol inejor elogio que se pueda liaeei* del 
procedimiento.” 

Bmboau 

Ha ocHOBaHun CBoero orrEixa jreaeHira 
paKa npHMoil kiihikii, asTopH npnnurn k sa- 


Karoaenmo, hto aaeKipoxnpyprna aBaaeica 
a3'^niiiM MeTo;i;oM aeaeima eioro aaCoacBa- 
Hiia. 3Tor MerOrT npir-Menaaca }• 261 do.n,- 
HHx B Teaeniiii 5 aex; ns 50 onepiipoBan- 
HHx xaxnir cnocodon 6o.n,nux, 29c oKorrvii- 
ancB ciiepxBio. 


DOMINIQUE-JEAN LARREY 


(Continued from page 201) 

on 3 *ellow fever, epilepsjq cholera mor¬ 
bus, syiDbilitic chorea and plica polonica. 
The debridement procedure, supposedly 
a new method in 1914, was found later 
to have been devised by Larrey in 1814. 
The Laharroque solution employed bj’^ 
Larrey a eentuiw ago became the Dakin’s 
solution of 1914. His diagnostic skill 
was marvelous. Larrey was the first 
surgeon to incise the pericardium. Lar¬ 
rey divided head injuries into two 
classes: those in which trephining is in¬ 
dicated and those in which it is not. He 
wrote extensivel.v on hernia of the brain. 
Until his time all bladder wounds were 
considered fatal. Larrey pointed out 
that the bladder is rarely injured when 
emptj’ or if it is penetrated at the upper 
juirt where it is not covered by the 
l)eritoneum. 

To sum up Larre 3 *’s greatest surgical 
achievements, the}* are; ( 1 ) the “flying 
ambulance”: ( 2 ) use of salt solution in 
simple cases and Labarraque’s solu¬ 
tion in infections; (3) abandomneut of 
irreases. oils and elaborate dressings; 
(4) avoidance of “meddlesome surgery”; 
(.5) avoidance of unnecessary dressing 
of wounds: (G) insistence of plenty* of 
rest: (7) immediate amputations; (S) in¬ 
sistence on early hospitalization of 
wounded: and tO) insistence on plentA' 
of rest for tlie ]iatient. 

The sn])ioined letter of Larro}; repre- 
sr-nt-: a 'ooi.k review of "rh'tnnaccutical 
Pcr.d- ' t The book is described b.v 
Lar.-' V .and otii'-r n;e!>;d--rs of .his com¬ 


mittee as being composed of a “history 
of pharmacy and embodies the admin¬ 
istrative regulations which were in force 
in former times as well as the laws in 
force at present.” The committee is 
laudatory, about this opus, which it 
regarded as “sources of enlightenment 
for pharmacists during their civil and 
military career, as well as in every cir¬ 
cumstance where their intervention is 
judged necessary. . . . This book forms 
in its various aspects a very useful com¬ 
pilation to consult.” The committee 
further approves this work and advises 
the Minister to subscribe for copies to 
be distributed in hospitals and for teach¬ 
ing purposes. 

Larrej'"s versatility is remarkable. His 
contributions to french-foot, amputa¬ 
tions, granular conjunctivitis, etc., cer¬ 
tainly bespeaks that he did not have a 
one-track mind. His practice of wound 
excision compared with modern teach¬ 
ings of debridement is notewortln', as 
are also his thoughts on “fiying ambu¬ 
lances,” the precursors of modern ad¬ 
vances of transportation of casualties to 
and from the theater of action. bile 
the\* were crude in comparison, never- 
Iheiess the warfare of 3 -esteryear was 
crude indeed as compared with the inc- 
clianicalh' refined warfare of todaj". 

That Larre}' was much respected and 
his advice sought in matters outside tlic 
field of medicine bj* the humble, ncar- 
erreat and great is evident. A letter ot 
interest in this connection is one from 

(Cor.tir.ued cr. foee I'P 




Transplantation of Omentum in Closure of Cerebro¬ 
spinal Fluid Fistula 

FELIX MANDL, M.D., F.I.C.S.* 

JERUSALEM, PALESTINE 


O N July 10, 1939, a man 48 years of 
age was brought to the hospital 
with a tangential gunshot injury 
of the right frontal and parietal hones of 
the skull. 

Examination revealed that the bone 
was destroyed and the brain slightly 
prolapsed. There was a defect in the 
skin. The x-ray film showed a fracture 
of the slrall-cap, accompanied by fissures 
extending to the right, toward the pari¬ 
etal bone. The general condition was 
good. There were no changes in the cra¬ 
nial nerves. Blood pressure was noi’mal. 
The sensorium was slightly troubled. 
No symptoms of brain pressure were 
present. 

Trepanation was perfonnod immedi¬ 
ately and the bone splinters which had 
penetrated into the brain were extracted. 
The bone was removed until healthy and 
uninjured dura was reached. Thus there 
resulted a defect about the size of an egg. 
After debridement of the skin and forma¬ 
tion of a Sap, a primary closure of the 
wound was rendered possible. A gauze 
strip led out of the skin. However, the 
primary wound closure did not remain 
firm. The skin wound opened and a 
brain prolapse developed. In order to 
reduce the latter in size, lumbar punc¬ 
tures were made. Vaseline gauze dress¬ 
ings wore applied. 

•From the Surpical Department, Iladassah Uni¬ 
versity Hospital, Jerusalem, Fnlestine. 


On August 1, a cerebrospinal fluid 
fistula appeared which contained great 
quantities of liquid, necessitating re¬ 
peated changes of dressing and use of a 
number of procedures to prevent its loss. 
A lumbar puncture was made every day 
and the patient given intravenous injec¬ 
tions of hypertonic solutions. He was 
put on a dry food diet. 

There was no possibility of draining 
the fistula liquid, since it oozed diffusely 
from the prolapse. In the course of the 
following days the temperature rose to 
39° C. and then oscillated between 38° 
and 39° C. 

On August 6, a piece of omentum was 
grafted on the brain prolapse in those 
places from which the liquid was dis¬ 
charged. On August 7, the quantity of 
discharged liquid was distinctly reduced, 
and by the following day the discharge 
had completely stopped. 

Wlien the dressing was changed, the 
omentum was seen to be well nouri.shed 
in the places covering the flnid fi.sfnla. 
having formed adhesions with the brain 
there. Farther from the fistula, tte 
omentum had become Ee:-ri:'fic, Vaselir-^ 
sranze dressings were reL'rwel dailv. Tlr.- 
blood culture was Eersthre. the 11-rn.- 
cnlture sterile. The - 

.graduallv. Vli-lf-Imi'a-r rsi.LCtrrr'-- 
continued, the Irrih r.r * s ...-r-1— 
receded. 

On 
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cedio a una inyeccion de morfina. Esta 
ol)servaci6n ha sido comiinicada a la 
Sociedad de Cirugia. 

“En el segundo case, liice la reseccion 
del olecrano por fractnra complicada e 
infectada. Dosis 0.035 grm. La anal¬ 
gesia del iniemhro superior vino en once 
ininutos, ni nauseas ni vomitos; el pulso 
no paso de 92, Como secuelas solo una 
cefalea de 24 horas. 

“En un tereer caso practique la de- 
sartieulaeion del puho por una artritis 
purulenta, consecutiva a una sinovitis de 
las vainas; el enfermo presentaha una 
albuminuria muy intensa. Inyecte 4 
cgrms. de coeama, la anestesia no fue 
completa sino hasta la tercera costilla. 
Fue mediocre en el miembro superior, 
y el enfermo se quejaba muy vivamente. 
Notemos sin embargo, que el enfermo 
no gritaba sino delnlmente j no se con- 
fraia sino muy poco. Es cierto que la 
jCOcaina ba facilitado mucbo la operacion 
Jy que sin ella bubiera sido imposible, 
solire todo en un enfermo nervioso y 
miedoso; anadire que la coeaina emple- 
ada en este enfermo era una solucion 
isotonica mucbo monos activa que la 
solucion acuosa, como lo veremos. Tam- 
bicn refieni Cbaput, tres operaciones 
practicadas arriba del torax, una en el 
cuello y otras dos al nivel del maxilar in¬ 
ferior. De los resultados obtenidos con- 
cluye que la analgesia en la caljeza y en 
el euello no balna sido satisfactoria 
puesto que el paciente sentia algo de 
dolor. El bacia constar que la cocaina 
causa cierta angustia en parte porque el 
])aciente oye todos los detalles de la ope¬ 
racion y que, la anestesia espinal pre- 
senta dificnltados cuando se trata de la 
analgesia alta porque aparece lenta- 
inonte. grandes dosis de cocaina son 
necesarias. Y concluye Cbaput que (1) 
.jue la anoctosia total pnede pen- olitenida 
por medio de la inyeccion de cocaina; 
(2). para asf-imrar la aneste.=ia de las 
• •xtrejiiidades .snperiores, 4 cirrins. do 


coeama deben ser usados; (3), la anes¬ 
tesia en la cara y en el cuello no es sufi- 
ciente para permitir operaciones en es- 
tas regiones, en parte por la emocion 
producida en el paciente por las mani- 
pulaciones operatorias; solamente cuan¬ 
do la anestesia general por narcosis y 
la anestesia local esten contraindicadas, 
se empleara la anestesia espinal para 
operaciones en la cabeza; (4) la solucion 
isotonica produce anestesia menos efec- 
tiva que la solucion acuosa, porque es 
menos difusible que la ultima. 

En 1901, Tait y Caglieri relatan la in¬ 
yeccion de cocaina al nivel del sexto es- 
pacio cervical en seis casos, sin malos 
resultados. 

En 1901, Morton reseca el maxilar su¬ 
perior, bajo anestesia espinal. 

En 1901, Morton relata 253 operacio¬ 
nes bajo anestesia espinal, 8 de las cuales 
fueron becbas arriba del diafragma. 
Mas tarde relata otra serie de 61 opera¬ 
ciones, 55 de las cuales fueron becbas en 
la cabeza o en las extremidades superio- 
res. 

Le Filiatre, en 1918, publico un metoclo 
ideado en 1902, y que consiste en puncio- 
nar en el espacio sacro-lumbar y sacar 
una cantidad variable de liquido cefalo- 
raquideo, segun la altura a que se desee 
llevar la anestesia; 25 e.c. para aneste- 
siar al nivel de los pezones y 30 c.c. para 
anestesiar la cabeza e inyectar 1 c.c. de 
solucion de cocaina al D /2 por ciento para 
operar en las piernas, 2 c.c. para la region 
sub-umbilical y 3 c.c. para anestesia ge¬ 
neral, practicando el barboteo o agita- 
cion del liquido cefalo-raquideo por tres 
o cuatro voces (connmicado esto a la 
Academia de Cirugia el mes de julio de 
1919). 

En 1908, Jonnesco presenta un proce- 
dimiento de anestesia que consiste en 
puncionar a diversas alturas, segun 
sea el nivel al cual se quiere llevar la 
anestesia, puncion niedia-cen'ical, dor¬ 
sal-superior, dorsal-media o dorso-lnm- 
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bar y Ivmibar, usando como anestesico 
la estovaina con estricnina y cafeina. 
Los aocidentes mortales qne se presen- 
taron en los casos de pnncion cervical y 
dorsal superior, lucieron abandonar este 
metodo. 

M. Paul Delmas, profesor agregado a 
la Facaltad de Montpellier, publico en 
“La Press Medicale” de 14 de rnarzo de 
1918 una modificacion de tecnica para 
obtener la analgesia general, empleando 
una jeringa de Liier de 20 e.c. con 
cooaina 20 a 40 milgrms. y 20 e.c. de 
liquido cefalo-raqnideo, e introduciendo 
y recbazando eon fuerza todo el conteni- 
do de la jeringa en el espacio aracnoideo 
sin repetir esta maniobra. Es en sunia 
una inyecoion maciza }’ brusca, la pun- 
oidn la hace en el espacio lombo-saero 
sentado el enfermo. 

En dieiembre de 1928, Koster en 
“The American Journal of Surgery,” 
publica un artieulo sobre anestesia es- 
pinal con referenda especial a su uso en 
drugia de eraneo, cuello y tdrax (proce- 
dimiento traido por el Dr. Ignacio Mil- 
lan). 

En 1924, Koster comenzo a usar la 
raqui-anestesia para operaciones infra- 
diafragmaticas, y usaba la novocaina 100 
milgrms., previa inyeccion de morfina y 
atropina, disuelto en 4 c.c. de liquido 
cefalo-raquideo, haciendo la inyeccion al 
nivel del segundo espacio lombar, con el 
enfermo en decubito lateral (general- 
mente izquierdo), obteniendo anestesias 
que llegaban hasta el nivel de los pe- 
zones; tratando hacer mas duradera la 
anestesia, aumento la dosis de anestesico 
a 20 cgrms., y la cantidad del liquido 
cefalo-raquideo a 8 c.c., poniendo des¬ 
pues al enfermo en posidon de Trende- 
lemburgo, 8“ o 10“ de inclinacion, descu- 
briendo casualmente que su enfermo 
estaba totalmente anestesiado. Koster 
no teme a la liipotension, pues segun 
dice; la posicion de Trendelevihurgo le 
pone a salvo de cualquier accidente; nn 


le preocupa la palidez, los sudores, in el 
enfriamienlo, considerando todo esto 
como iiahiral en las anestesias altas; 
frecuentemente, segun el, se presentan 
vomitos, la respiracion es casi diafrag- 
mdtica, regular, lenta y dismimdda en 
amplitud. No aconseja ningun medica- 
mento para aumentar la tension arterial. 
No encuentra mas contraindicaoion para 
la raqui-anestesia que la infecdon local 
al nivel del lugar donde se hace la pun- 
cion. En cnanto a los fracasos en numero 
de 4 qne ha tenido, despues de un estndio 
euidadoso, no lo encuentra achacable al 
procedimiento de la raqnia. 

Labat, en 1930, presento una tecnica 
que es la siguiente: Previa inyeccion de 
morfina y escopolamina antes de la op- 
eracion, pnnciona al enfermo eutre la 
doceava dorsal y la primera Imnbar para 
operaciones arriba del diafragma. Posi¬ 
cion: sentado el enfermo, Trcndelenibur- 
go inmediatamentc despues de la inyec¬ 
cion, sosteniendo diclia posicion aun 3 
Jioras 0 mas despues de la operacion. No 
pone medicina para aumentar la tension. 
Usa la novocaina francesa o neocaina, 
en 8 c.c. do 10 a 20 cgrms., agitando la 
inyeccion en las operaciones arriba del 
diafragma. Rara vez se presenta la an¬ 
estesia general con este metodo, dice 
Lahat, considerando, pues, la generali- 
zacion como un incidente. 

Vehers, en 1931, hizo estudios para de- 
terminar la dosis de novocaina necesaria 
para obtener la anestesia en la cabeza, 
sin causar la paralisis de los centros 
cardiacos y respiratorios, llegando a la 
conclusion que estos centros son los mas 
resistentes a la accion de la novocaina, lo 
qne hace la seguridad de la raquia ge- 
neralizada. Y que la luisma dosis inyec- 
tada y tolerada por via medular, no lo 
es si se inj’ecta 
tema magna. E 
Trendelemhurgt 
cvilar la anemia 

T&nica de "V 
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puneion en el segundo espacio lumbar, 20 
a 24 cgrms. on 3 c.c. diliiida on 6 e.e. La 
posicion de Trendclemhurgo se le da in- 
mediatamepte despaes de la inyeccion 
( 10 °), inantenida de 4 a 24 lioras despues 
de la operacion. ‘‘Las raices motoras de 
la region dorso-liunbar y las raices sen¬ 
sitives de la inedula j del cerebro, bajo 
la accion de la novocaina, a los 10 niinu- 
tos permiten operar en cualquier parte 
del cuerpo.” (Veliers). 

Maxssonn dice: “160 inilgnns. igual- 
inente inyectados en el sexto espacio dor¬ 
sal prodncen bloqiieo sensorial de todo 
el cuerpo y bloqueo motor debajo de la 
sexta dorsal, dando origen a la anestesia 
general. ’ ’ 

Pitldns dice (1927): “Disolviendo la 
novocaina en el liquido cefalo-raquideo, 
he obtenido dos cases con anestesia com¬ 
plete. ” Concluyendo: “Que la posicion 
dada inmediatamente despues de la in- 
■^icccion, hace gencralizar la raquia, y 
/que l-a posicion asegura la circidacion a 
un grado suficienie para sostener la vida 
cn los diferentes casos.” 

Como se podra observer, despues de 
haber pasado re^dsta a todos estos pro- 
cedimientos, que imos se basan en la 
altura de la puneion y de la inyeccion 
(Tait y Caglieri, Morton, Jonnesco), es¬ 
tos procediniientos ban sido liasta la 
feeba abandonados, pues causaron varies 
muertes; otros coino el de Le Filliatre, 
disminuyen la tension del liquido cefalo- 
raquideo, melodo que aplique frecuente- 
mente (lo mismo quo los anteriores), y 
que si bien no tuve accidente que lamen- 
tar, nlgunas voces no perinitia con segu- 
ridad obtener la anestesia generalizada; 
el inetodo de Delmas no dio los resulta- 
dos quo su autor sefiala y que estii basa- 
dn sobre todo en la rapidez de la inyec- 
ciun: quedan los iirocedimientos cuyo 
fundaincnto radica en la influencia de 
la posicion do Trendeloniburgo, dada in- 
pi' diatiui:' nlc dcs]K!>:s dc la inyeccion 
i Pitkins 1927), (Koster 192S), (Labat 


1930), (Vebers 1931), tanto para que se 
difunda la substaneia analgesica (segun 
dicbos autores), como para evitar la 
anemia cerebral, considerandolo algii- 
nos, indispensable desde este punto de 
■ vista para evitar un fracaso. 

La observacion diaria de los enfermos, 
desde los albores de la raquia, me ban 
demostrado que aquellos a quienes se 
da posicion de Trendelemburgo inme- 
diatamente despues de la inyeccion, no 
se les generaliza la anestesia; es cierto 
que baj’- eases en los euales se ba genera- 
lizado, pero son raros, no pudiendo ser- 
■\dr como tecnica segura. 

Desde los estudios de Cbaput be es- 
tudiado la influenoia de la inclinacion 
del enfenno dada antes unas veces, y 
otras despues de la inyeccion, llegando a 
las conelusiones consignadas en las 
Tesis de Eodarte (1918) y de Garza 
Cantu (1935), de que es necesario dar 
priniero al enfenno mia inclinacion dc 
45 ° y en esa situacion inyectar la sobi- 
cion anestesica, que se generalice 

con seguridad. 

En cuanto a la posicion de Trendelein- 
burgo, tan recomendada por la mayoria 
de autores, como el secrete para evitar 
la muerte del enfenno, unicamente dire 
que meditando en lo que observainos 
diariamente, de que despues de una ope¬ 
racion que ba durado X tiempo, tan pron¬ 
to se tormina de operar se le quita la 
posicion de Trendelemburgo, sin que bas- 
ta la feeba se nos baya presentado un 
accidente por semejante causa; esta y 
algunas consideraeiones ejue en proxima 
comunicacion bare, me ban beebo admitir 
que la posicion de Trendelemburgo no 
tiene mas importancia que para generab- 
zar la anestesia, siempre y cuando se dc 
dicha posicion antes de inyectar el ancs- 
tesico, pero nimca darla despues. 

TECXIC.A. DE DARIO raP.XAXDEZ FIERRO 

Por abora voy a dar a conocer mi 
tecnica, procurando bacer resaltar lo.s 
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detalles que la difereneian, de los demas 
procedimientos, para dejar bien demos- 
trado que es diferente de las otras, y por 
ende un nietodo niievo, no desciito y 
onya paternidad me pertenece. 

Puncidn; La puncion puede practi- 
oarse ya sea en deonbito lateral derecho 
(Fig. 1) 0 izquierdo, y en algunas oea- 
siones, cuando por cireunstaneias espe- 
eiales se dificulta la piineion o bay poca 
costnmbre de hacerlo en tal posicion, se 
puede hacer estando sentado el enfermo, 
y despues darle la mdinacion necesaria 
antes de inyectar el analgesico, sin que 
ial maniohra cncierre algun peligro. 



Fig. 1. Njvel de la puncion. 


Nivel de la puncion: Aeostumbro lia- 
cerlo entre la cnarta y la quinta o entre 
la tercera y la euarta lumbares. (Fig. 1). 

Preparacion de la solucion: Se pre- 
para una solucion de 0.20 egrms. de novo- 
caina Bayer hecba en 10 o.c. del b'quido 
nefalo-raquideo, para lo eual se pueden 
disolver dos ainpolletas de 0.15 egrms. en 
3 c.c. del liquido cefalo-raquideo, toniar 
2 c.c. de diclia solucion, con lo cual tene- 
mos los 0.20 egrms. de novocaina en 2 
c.e., a los cuales anadimos 8 c.c. del liqni- 
do cefalo-raquideo, con lo cual se tiene 
la solucion que necesitamos. 

Posicion para la inyeccion: En este 
momento es cuando se da al enfermo la 


inclinacion de 45°, antes de inyectar. 
(Fig. 2). Esto es capital en mi metodo y 
lo difereneio de los otros preeedimien- 
tos. 



Pig. 2. Posici6D para In inyeccidn. 


Inyeccion; Habiendo dado previamcn- 
te al enfermo la inclinaoidn de 45° se 
practiea la inyeccion. Despues do hecho 
esto, se propara el campo operatorio, y 
cuando todo esfa listo se quita el Tronde- 
lemburgo para operar en la posicion que 
se desec, no ooncediendole yo ninguna 
iraportancia como cuidado operatorio o 
post-operatorio para prevenir aeciden- 
tes. Tenninada la operacion el paoiente 
es llevado a su leclio guardando la posi¬ 
cion horizontal por algunas boras, no 
siendo esto indispensable, y solo cuando 
se presente algo de cefalea, con dieha 
posicion se les quita. 

Las operaciones que lie practicado de 
diciembre de 1934 a agosto de 1941, sin 
tener nn solo aceidente, son las que a 
continuacion se eitan: 

Tiroideetomfas. 

Amputaciones de seno. 

Lobeetomlas. 

Neumotomia. 

Toracoplastlas. 

Intervenciones quirurgicas en cl max- 
ilar superior. 

En el inaxilar inferior. 
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Urauoestafilorrafias y plastias de la 
cara, 

Extirpaciones de tumores de la paro- 
tida. 

Faringeetomia. 

Extirpacioiies de tiimores del cuello. 
Craniectonuas. 

Extirpacioiies de tiuiiores de la orbita. 
Iiiterveiieioiies eii el iiiiembro superior. 
Enucleaeiou de ojo. 

Esofagoplastias. 

Taciaiiiiento petro-iiiastoideos. 
Simpateetomias cervicales. 

Ligadurias de carotida. 

IiiteiTeiieioues eii la eavidad bueal. 
Tratamieiito de eieatriz viciosa del 
cuello. 

Extirpacion de tiuuor tiiuico. 
Operaciones eii total. 

En proxiiua comuuicacion completare 
el estudio, por aliora iiiconipleto, pro- 
curando dar la fisiologia, las iiidicaeio- 
^>68, eontraindicaciones, etc., pues mi iii- 
encion por aliora es, conio al prmeipio 
dije, fmidar la. prioridad de mi procedi- 
miento. 


EESUME 

On fait une etude de revolution de 
I’anestliesie racliidienne generalisee. On 
decrit la teclinique personneUe de 1’au¬ 
teur, et on indique en qiioi cette technique 
personnelle differe des autres. On classi- 
fie 1,500 operations de 1’auteur, sur la 
tete, le cou et le thorax, dans lesquelles 
il eut recours a sa methode. 

SUJIAEIO 

Se hace un estudio de la evolucion de 
la raqui-analgesia generalizada. Se de- 
scrilie tecnica original del autor y se 
llama la atencion sobre la diferencia 
existente entre dicho metodo y los de- 
mas. Se anotan 1,500 operaciones de 
cabeza, cuello y torax, que el autor ha 
efectuado de conformidad eon su tecnica. 

Bmboum 

,\BTOp, KacaacB paSBarna Te.xHnKn cniiu- 
no-.M03roEOfi anecxesnii, onnctiBaer npe^.ia- 
racMtifi n.M mcto;!. noc.iejHnfi 6i>i.i ycnemno 
npu-Menen b 1500 onepapua.x na roaoBe, uiee 
u ropxaHn. 
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On the Occurrence of Pseudotumors in the Synovial 
Membrane of the Knee Joint* 


H. hllLWIDSKV, M.D. 
JERUSALEM. PALESTINE 


T he sui'geon is confronted with a 
great amount of diagnostic as well 
as therapeutic difBculty in chronic 
affections of the knee joint. Particularly 
rare conditions are the intra-articulary 
tumors and tumorlike growths. Although 
in the literature a number of fibromas, 
lipomas, chondromas, myxomas, angio¬ 
mas, etc., of the knee joint have been re¬ 
ported (Strauss,^^ liniite,*° Lewis and 
Geschickter," Bggera,” Bertelsmann- el 
at) these formations cannot be con¬ 
sidered as articular diseases in the 
strictest sense, since they take their 
origin from osseous, cartilaginous or 
fibrous tissue, and it is merely their 
localization that connects them witli the 
Icnee joint. 

Actual articular tumors are, therefore, 
those growths which arise from the syno¬ 
vial membrane. The number of these 
genuine tumors reported is A'ory small, 
and opinions differ extremely as to their 
histopathologic classification, which is, 
however, of only secondary importance 
to the clinician. IVe therefore refer the 
reader to the excellent detailed publica¬ 
tions on this subject by King,*"-'' 
Berger' rt at, in which these problems 
are discussed from the pathologic view¬ 
point. 

•From the Surgical Pepartment, Hadassah Uni* 
versity Hospital. 


Considering tlie fact that genuine as 
well as pseudoblastomatous processes 
developing on the synovial membrane 
of the knee joint occur very rarely, and 
that their diagnosis and treatment may 
become important in. the clinical field, 
too, we are reporting on two cases of this 
kind which wo recently had the oppor- 
tunity of observing. 

CASE BEPORTS 

Case 1. The patient, an agricultural worker, 
aged 17, came from a healthy family and had 
always been healthy himself. Two years previ¬ 
ously, following rather unusual exertion dur¬ 
ing his work, his left knee joint suddenly 
became painful and swollen and could be 
moved only with difficulty. Particularly 
troublesome was a sensation of wealoiess while 
walking. There was no temperature nor gen¬ 
eral symptoms of any kind. An effusion into 
tlie knee joint was diagnosed. Each punctur¬ 
ing (about fifteen in all) brought forth a 
considerable amount of brownish yellow fluid. 
It was assumed that a fungus might be pres¬ 
ent. The patient -was therefore put into a 
plaster dressing. The condition slightly im¬ 
proved under physical therapy. For about 
one year tbe patient wa.s able to work again. 
Then the knee joint began to swell again, this 
time without pain. He was admitted to a 
hospital, where a diagnostic excision was car¬ 
ried out. A malignant tiunor being diagnosed, 
amputation of the leg was suggested. Tlie 
patient, however, refused to have his leg re- 
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moved. After another few diagnostic exci¬ 
sions, tlie re.snlts of which remained donhtfnl, 
lie was admitted to our department. 

Siafc on Admission. The patient showed 
the development corresponding to his age. 
Heart and lungs were health}’, there being no 
symptoms suggestive of tuberculosis. Tem¬ 
perature was normal. His left knee joint was 
markedly distended, particularly in the area 
of the upper recess. (Circumference above 
the patella was 37.5 cm. as against 34 cm. on 
the normal side.) Tliere M’as a definite etiu- 
sion with fluetuation. The area of the artieu- 



Fi". 1. (C;i50 1) View of entire surfxie.'il ypeeimen. 

lar space was tender and gave pain on flexion. 
Active movements could be executed only to a 
limited extent. Tliere was. moreover, marked 
atrophy of the quadriceps. I?nentgenograms 
.■showed nothing abnormal. Aspiration re¬ 
vealed a dark brown fluid which proved to be 
sterile. The animal experiments were nega¬ 
tive. .;\J'ter aspiration the sweHiim of the 
region of the upper recess remained almo.st 
unehaneed, and paljiation showed cushion-like 
elasticity with ps-nuloflnotuation. Diagnosis: 
smiovitis villosa. 

Orerctior. :'F. Manul). Medial parapatel¬ 
lar}’ .arthrolnmy was carried otit under spina! 
:.m-sthe'ia. Aft^ r tiie .'irticular capsule had 
l-'Cn op?r.od. larc'c quantity of dark brow’n 
vis-, v.s fluid UT). T:;o syno’.-ial mem- 

! r..:." as fc-’und to r t::i :>-l to juany tinn's 



of various sizes and shapes. The articular 
surfaces as well as the semilunar cartilages 
and the ligaments were in absolutely normal 
condition. The villous proliferation and the 
synovial membrane were radically removed, 
the joint closed and placed on a plaster splint. 

On the eighth day after operation, the 
splint was removed. The wound had healed 
by first intention. The knee joint was then 
exercised, and after-treatment with roentgen 
rav’s was given. On the seventeenth day after 
the operation the patient was dismissed with 
his knee joint restored to normal function 
(110° of flexion were possible) and no further 
symptoms. 

.(Mter six months follow-up examination 
showed no effusion, no swelling, no pain; the 
motility of the joint was in perfect order, 
and the patient was able to work. Eighteen 
months after the operation another follow-up 
examination showed that the patient was abso¬ 
lutely -without trouble, and that the muscular 
atrophy had also disappeared. 

Hisiopaihologic Examination. The extir¬ 
pated specimen consisted of a number of tissue 
fragments varjdng in size and thicknc.ss, 
brownish-yellow intermingled with some 
lighter patches (Fig. 1). The surface facing 
the interior of the joint was markedly villous 
in its structure, almost resembling a placental 
surface. The villi had a multilayered epithelial 
cover. The stroma consisted of a rather coarse- 
mc.shed fibrous structure containing a great 
number of blood ves.sels. lymphocytes and 
pla.sma cells, and in addition an iron-contain¬ 
ing pigment. In the -wider villi there were 
some islets of lighter cells, the nuclei being 
centrally situated and rich in chromatin, with 
a finely honeycombed protoplasm. In all of 
the villi a dark brown pigment was prc.s''nf. 
.surrounded by giant cells. 

In this case we were considering an inflam¬ 
matory hypertrophic process of nonspecific 
nature, taking its origin from the synovial 
membrane. 

(Jnsr 2. The patient, a woman aged 32, came 
from a healthy family. Twelve years previ- 
ouriy she had* had frequent ton-illitis and 
alKUit tv.o years later a s'^vere attack of articu¬ 
lar rheumatism, localized particularly m ti.s 
kne-e and wrist joints. f>n the--' ground', ton- 
'ill'-ctf.mv -was pc-rformed. and she lad n'- 
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trouble for three years. Seven years previ¬ 
ously the symptoms of both knee joints reap¬ 
peared, particularly on the right. After two 
years the right knee joint became swollen and 
she had severe pain, but no temperature. The 
doctor diagnosed an effusion into the knee 
joint and gave physical treatment but with no 
particular success. 

About four years ago aspiration therapy of 
the joint was started. A total of thirty punc- 
turings were made, and 100-200 cc. of hemor¬ 
rhagic fluid was aspirated at a time. No 
improvement followed this procedure. The 
joint became swollen again and again with 
great pain, so that the patient could not move 
the knee. Roentgenograms revealed no patho¬ 
logic findings. Two years previously she 
started running a subfebrile temperature. 
Roentgen-ray examination of the lungs was 
normal. Large medial arthrotomy was car¬ 
ried out, since an injury to the semilunar 
cartilage was assumed to be present. The 



Fig. 2. (Case 2) General aspect of tlio knees (see text 
for explanation). 


medial cartilage was apparently removed. 
After the operation the swelling decreased 
and the patient felt better. After six mouths, 
however, the old trouble reappeared. Aspira¬ 
tion. physical therapy, roentgen-ray treatment 


gave no results. Eventually the patient w 
admitted to our department. 

State on Admissioi}. The patient was in 
good general condition (habitus asthenicus 
The lungs were normal. The heart gave 
loud presystolie murmur over all orifices. Tl 
blood pressure was 130/85. The blood pictur 
the sedimentation rate and urinalysis were a 
normal. The temperature was normal. Tl 
right knee joint was markedl}’ swollen, pa 
ticularly in its upper portion. The upper r 
cess was especially involved (Pig. 2). The; 
was a diffuse, cushion-like swelling wil 
pseudofluctuation. Even after aspiration « 
the fluid, the distension did not lessen. Tl 
aspirated fluid was brownish red, viscous an 
proved to be sterile. On the medial sic 
there was an old operation sear about 20 er 



Fig. 3. (Case 2) View of entire surgical specimen. 


long. Circumference of the joint above th 
patella was 38 (34) cm., below it 34 (31) cm 
Active as well as passive movements were onl; 
slightly hampered. There was modcrat 
atrophy of the quadriceps muscles. Roent 
genograms revealed no pathologic clianges o 
the various portions of the joint. Diagnosis 
synovial tumor. 

Operation (P. Mandl). Medial arthrotomy 
under spinal anesthesia was performed in tin 
situation of the old S-incision. The skin a: 
well as the synovia proved to _e very thin 
owing to the per re ,^of an 

sion. Then the ' op 

and the patella pc 

a tumor nearly -^vni 

3'ellow color, f 
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incnihraiio of tiie upper recess, 'wliicli was com¬ 
pletely filled by it. and protruding into the 
articular cavity. The growth was firmly fixed 
to the synovial membrane over a wide area so 
that it could not be extirpated without remov¬ 
ing. at the same time, the whole of the synovial 
membrane of this region. Distal to the tumor 
the synovial membrane showed dark broAvn 
discoloration, marked fi’aying and, in some 
places, villous formations. That part of the 
synovial membrane which showed these 
clianges was excised together Avith the tumor. 
Tile .ioint was then closed with a multilayered 
suture, and a splint dressing Avas applied. 

After ten days the splint AA-as removed. The 
Avound had healed by first intention. Knee 
exercises Avere started Avhen the patient AA’as 
out of bed. and after-treatment Avith roentgen 
rays Avas given. On the tAventA'-eighth day 
after operation the patient awis dismissed Avith 
a normally functioning knee joint. 

FolloAv-up examination after six months 
shoAved no trouble AvliafcA-er, no effusion, no 
iiuscular atrophy. 



4. Lc’.'' vi.-’.v fhr.-.rir," tvpic.il nppc.Tr.-iiicc 

. f r.t \ :r ;•'i. A';.‘fj'ace? lincit 
I'v 'If !o ■■ v.".''Vial C'.-!!- r.rt' al-o ?!.ov.n. 

7/ 1'' - T 0 ’ ; I'c 77,'' ; a 11 /; e 1 1>/ n i D r. Un ga r*). 
Ti.-“ ■.■x’.irpat'-d sj'ccinmn Ava- a '-'oft saclik** 
;; the of e. mamlariii. r'‘pr>-r-cnt- 
i::'- •. m'-aab.-arie of the ujijior 

r>-' fr. the e.r'.'n'-d.’.r .'urf:;'-" of Avliieli tin* 



cut surface there Avere yelloAvish foci of in¬ 
definite size, irregularly distributed. 

i\ricroscopically, the tissue proved to be rich 
in cells as Avell as arterial and venous blood 
A'essels. Bather large cavities, though of A’ary- 
ing size, AA-ere irregularly scattered throughout 
the tissue. Into the lumina of some of thoiii 
papillary formations projected (Pig. 4). 
They were lined by endothelium, the cells of 
AA'hieh AA'ere similar to those of the synovial 
membrane itself, though frequently of a higher 
t.A'pe. In no place Avas any communientiou 
betAA'een the above-described cavities and the 
surface of the sj'iiovial membrane to he found. 

Generally, the cells of this tissue belonged 
to three groups: 

1. Histiocj'telike elements, as usually found 
in sAuiovial membranes of the tj'pe rich in cells 
(Fig. 5). 



Fik, .a. .Sliou iiig the liistiocytic cli.'ir.iotfr of llio <'!''■ 
ment.s mill v*ont cells of noiisjiccific type iiniler liif,’'' 
[lower. 


2. Foam cells, in tlie protoplasm of AA'hieh 
Avcrc imbedded lipoidlike substances stainable 
Avith Sudan III. There AA'ere rather large 
groups of these cells, eorrespondins' to tti>' 
yclloAA-ish foci Avhich had been apparent to the 
naked eye on the cut surface (Fig. C). 

•“I. Some single g’iant cells (Fiir. '>) contain¬ 
in': tAvo to six irregularly distributed nuclei 
fno resemblance to frstcodasts). All these coll 
types AA'ere imbedded in a stroma consistin': of 
lino fibrils, becoming densor and thicker 
around the blood vessels. In these areas a 
L'r-od nunib-T of tJje aboA’c-descriherl cell typ'’’ 
AAere found .'is far as the immediate noi'^dibor- 
l.'-i'd fif the a'lventitia of the blood A'e-'-'h'- 
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There were no signs of rapid growth (mitoses, 
polymorphia). It was impossible to decide 
whether it was a hyperplastic or neoplastic 
process we were dealing with. 

HISTOPATHOLOGIC ASPECTS 

Although the two cases greatly re¬ 
semble each other as to their clinical fea¬ 
tures, there are marked discrepancies in 
a histopathologic respect. 



Fig. 6. Field under higher magnification from 
"yellowish areas’' showing foam cells. 


Case 1 without douht comes under the 
heading of chronic indammatory diseases 
of the synovial membrane. In the liter¬ 
ature some similar cases are reported. 
Thus Dowd“ described a case of “villous 
arthritis of the Irnee” in which histologic 
differentiation from a giant cell sarcoma 
was very difficult. The normal function 
of the joint was completely restored by 
extirpation of the synovial membrane. 

“Polyarthritis chronica villosa” de¬ 
scribed by Schueller’"’ is—as may he seen 
from the name—a polyarthritic process. 
It presents inflammatory hypertrophic 
proliferation of the synovia, producing 
villi and fringes, and is assumed to he of 
infections nature. According to the in¬ 
formation given by the author, this proc¬ 
ess invariably involves several joints 
simnltnneonsly. 

Koch,’^ describing “arthritis hemor¬ 
rhagica chronica,” also reported upon 


pathologic changes developing in the 
synovial membrane of the knee joint 
villi formation, however, was oompletelj 
absent. 

MandP'*' reported on three cases o1 
inflammatory chronic synovial affeetioi 
of the knee joint which, clinically, alst 
gave rise to a suspicion of the presenct 
of a tumor. All three oases were cnrec 
by operation. In one of them a seconc 
operation had to be performed, as th( 
symptoms recurred. A fourth case alsc 
belonging to this group was reported or 
by Sehajowicz.'" 

Mandl introduced the term “synovitiE 
\'illosa liemorrhagica chronica” for cases 
of this type. In oiir opinion, this term 
applies to our Case 1. 

The classification of onr second case is 
fraught with a greater amount of diffi¬ 
culty. The intricate nature of its histo¬ 
logic appearance makes it extremely 
difficult to docido whether it represents 
a genuine blastema or an inflammatory 
hyperplastic process. 

Looking for similar cases in the liter¬ 
ature, we first of all come across the 
group of xantliomatous giant cell tumors 
formerly known as “benign xanthoma¬ 
tous giant cell sarcomas.” These growths 
are by no means rare in the pathology 
of the synovial membrane, tendon 
sheaths and bursae, and their occurrence 
has been deemed a characteristic feature 
of these structures. 

Much thought has been given to the 
so-called xanthomatous giant cell tumors 
of the synovial membrane of the knee 
joint, in a clinical as well as histopatho¬ 
logic respect, by a number of authors 
(Sonntag,^* Frangenheim,® Broders,* 
Ely,’ King,”’'” Tonrnenx,’* Eazemon 
and Bizard,’® Morton,’® Berger’ et al.). 
Frequently as they are discussed, how¬ 
ever, their etiology remains obscure. 
Several workers consider them the symp¬ 
toms of a chronic disturbance of the 
cholesterin metabolism. Others believe 
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them to he genuine blastemas. Still oth¬ 
ers assume that they develop on the 
grounds of chronic traumatism, and 
think themselves entitled to call them 
“granulation tumors.” According to 
Wegelin et they represent an in¬ 
flammatory absorptive process resulting 
from trifling traumatous hemorrhages 
into the synovia. It is, as a matter of 
fact, generally loiovm. that xanthoma 
cells frequently occur in connection vdth 
inflammatory processes and that they 
are not found to appear as the elements 
of genuine blastemas. That giant cells 
are frequently met within inflammatory 
absorptive processes is a well-estab¬ 
lished fact. 

Our Case 2 presents, as a special fea¬ 
ture, the presence of cavities (described 
in the histopathological notes; see also 
Fig. 5). These cavities are lined by an 
endothelial layer the cells of which re- 
emble those of the synovial membrane. 

ing^o. 11 also encountered cavities of 
this type in one case, describing them as 
“synovial spaces.” Out of a series of 
eleven xanthomatous giant cell tumors 
of the synovial membrane, Berger^ suc¬ 
ceeded in one case onlv in finding these 
“synovial cavities.” This author consid¬ 
ers the presence of these formations as 
a definite histologic proof of the fact 
that the growth actu.ally takes its origin 
from the synovial membrane and be¬ 
lieves their occurrence to be an extremely 
rare event. A ccording to Berger’s classi¬ 
fication, our Case 2 (also that reported 
by Kins:l should be considered as a 
“synovial histocytoma with predominat¬ 
ing histiocytic features and of unde¬ 
termined hyperplastic or neoplastic 
origin.” 

CLIXICAL ASPECTS 

Having discussed the histopathologic 
properties and discrepancies of our two 
cases, we now return to the clinical field. 
As to their histories, both patients were 


young, healthy individuals. In the first 
case it was a trauma, in the second a 
chronic rheumatic infection that pre¬ 
ceded the onset of the knee affection. In 
both cases we find the chronic recurring 
articular effusion, reaccumulating after 
every attempt at aspiration. The aspi¬ 
rated fluid was of a serous-hemorrhagic 
nature and sterile in both cases. The 
loiee joints were found particularly 
swollen in their suprapatellar regions, 
the circumference of the affected sides 
being larger than normal by several cm. 
Even immediately after aspiration the 
circumference of the joints, particularly 
in the region of the upper recess, re¬ 
mained considerably increased. Palpa¬ 
tion of this area showed a cushion-like 
swelling with pseudofluctuation in both 
cases. The quadriceps muscles proved 
to be atrophic, which made the swelling 
of the upper nart of the knee joint all 
the more evident (Pig. 2). 

The joint motion was certainly re¬ 
duced, though only to a comparatively 
small degree, and pain anpeared only 
after long periods of Avalking. The ar¬ 
ticular capsule Avas tender on pressure. 
Temperature as Avell as general symp¬ 
toms were completely absent. The roent¬ 
gen-ray appearance showed no patho¬ 
logic features. The clinical picture, 
therefore, had all the characteristics of a 
chronic synoAual affection. 

Differential diagnosis is fraught AAdth 
a great amount of difficulty. In some of 
the cases of syiovitis villosa reported 
upon in the literature the presence of a 
fungus Avas diagnosed, as was also the 
case Avith one of our patients. In some 
cases the presence of a tumor Avas sus¬ 
pected, AA'hile in others injury to the 
semilunar cartilages Avas thought pos¬ 
sible, so that one of the cartilages AAms 
extirpated. Tuberculous articular proc¬ 
esses, in our opinion, can easily be elim¬ 
inated on the grounds of the genei’al clin¬ 
ical appearance. 
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TJie presence of a meniscus injury may 
also be neglected, since there are no 
symptoms of locking or blockage, while 
there is, on the other hand, the cushion¬ 
like swelling. Synovitis villosa may, as a 
matter of fact, through the presence of 
pedunculated villi, produce locking of 
the joint, while predunculatcd sjmovial 
tumor may also give rise to the symp¬ 
toms of blockage. Generally, however, 
meniscus injury can easily be eliminated, 
I'articularly on the strength of t)ie 
history. 

The frequent occurrence of tubercu¬ 
lous affections of the Imee joint, on the 
one hand, and of injury to the semilunar 
cartilages, on the other, and the ex¬ 
tremely rare occurrence of the pseudo- 
tumors described above, make it almost 
impossible to lay down definite differ¬ 
ential diagnostic rules. Only the follow¬ 
ing may be said; Should there be a 
chronic voeuvring sevons-hemovrhagie 
effusion into the. Itnee joint, accom¬ 
panied hy the desorihod symptoms of a 
chronic synovial affection, and the char¬ 
acteristic cushionlike swelling together 
with pseudofluctuation (even subsequent 
to aspirationl, the conditions referred to 
above should be considered as possibly 
being present. 

As to therapy, only the operative pro¬ 
cedure (whieli is generally the sole means 
of establishing a definite diagnosis) 
should be considered. The best method 
is to flap open the joint by a large medial 
artbrotomy. If the process is well de¬ 
fined, excision of the affected portion of 
the sjmovial membrane, particularly in 
Hic region of the upper recess, far into 
the healthy tissue, will suffice. In the 
diffuse tvpes of sjmovitis villosa chron¬ 
ica, total .synovialectomy, if accessary 
adding a lateral incision, .should be 
performed. 

Prognosis is favorable. Eelapses have, 
as a matfer of fact, boon described. A 
sufficiently radical operation will, how¬ 


ever, help to dispose of this possibility. 
In both our cases, as a prophylactic 
measure, we gave after-treatment with 
roentgen rays, and we recommend this 
method in all similar cases. 


SUMMARV 

Two cases of pseudofumor formation 
in the synovial membrane of the knee 
joint are reported, one a case of syno¬ 
vitis villosa hemorrhagica chronica and 
the other a benign synovial histiocytoma. 
The clinical as well as the histopatho¬ 
logic properties of those formations are 
discussed and their extremely rare oc¬ 
currence—as supported by the literature 
—^is pointed out. 

Difforontia] diagnosis is difficult. Ther¬ 
apy consists solely in operation, tlmugii 
aher-treatmont witli roentgen rays is 
advised. Prognosis is favorable. 


BlBLIOORA-rHY 

1. Bereer, L r Am. J Cancer 55‘SOl^ 1938. 

2. BerteismaDB, E. * Zenfrsibl. f Chir., 1927, p. 710 

8. Biek, E. M.: J. Bone £ Joint Snr«?. 55:33, 1980. 

4. BroJers. Ann. Stirg. 79*574. 1910. 

5. Doir<], 0-‘ Ann. Surg. 59:353. 1912. 

6. Bikers. H.: Zentralbl f. Chir.. 1927, p 1409 

7. Ely, L. W.: Ann Surff. 95*426. 1918. 

8. Fraoeenheim, F r Arch, f Win Chir. IS7'738. 1929 

9. Oescblckter, C. F., and Lewis, D.; Am. J. Cancer 
52:06, 1934. 

10. Klne. E. S J.: Brit. J. Sure. 1930-31. 

11. King. E. S J.* J. Path. Se Bact. 42:117. 1935. 

12. Kline, D H., and Sashm, D.: Arch. Surg. 50:52 
2935. 

13. Koch. H.: Zentralbl. t. Chir. 1927, p. 54. 

14. llaodl. P.t Zentralbl. 1. Chir. 1928, p. 10. 

15. Msadl, P : Arch. 1. klin. Chir. 252 302. 1928. 

16 . hlorton. J. J . Sure., Gynec. & Obst. 59:441, 1934. 

17. Pajrr, E.* Arch f Win. Chir. 279.551, 1933. 

18. Bstemon, P. and Bizard, 0. i Ber. de chir. 90 *229 
1931. 

19. Schajowics F.* Zentralbl f. Chir. 55.1649, 1937 

20. Schueller, M ■ Bert Win. Wchnschr.. 1900. p. D3 

21. Sonnta?, £ Deutsch Ztschr. f. Ohlr 555.346. 1930 

22. Strauss. A : Sure. Gynee. & Obst. 35 161, 1922. 

23. Titus. N. E.* Arch Phj-s Therapy 24*285. 1933 

24. Tourncu.T, J. P.. Ber de chir. 47:817. 1913, 

25. Weeelin. 0 Schuei*. med. Wchnschr 9:722. 19.38, 
S6. ‘White. 3. B.: Surg.. Oynec. & Obst. 55:489. 1924 


RESUME 

Deii.x cas de formation de pseudo- 
tumenrs dans la membrane sinovialo de 
I’articulation du genou sont decrifs, un, 
nn cas de sinovito villeiise bemorragique 
ehroniqtie et Taufro un liistfocytome 
■sinovial benin. Les proprietos cliniques 
cl bi.stopafhologiques do ces formations 
sont discutees et leur e.xfremo rarife 
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vient mise en relief, comme on demontre 
de la literature. 

Le diagnostique differentiel est diflS- 
cile. La therapie consiste seulement dans 
I’operation, quoiqu’elle soit eonseillee 
apres traitement avec les rayons roent¬ 
gen. Le prognostique est favorable. 

SUMAIUO 

Se dan a conocer dos cases de forma- 
cion pseudo-tumoral en la membrana 
sinovial de la articulacion de la I'odilla; 
en uno de ellos se trato de una sinovitis 
vellosa bemorragica cronica y en el otro 
case de un bistioeitoma sinovial benigno. 
Se' discuten los sintomas clinicos asi 


como la bistopatologia y se senala la 
rara frecuencia con que se presentan 
estas formaciones. 

Es difieil el diagnostico diferencial. 
La terapeutica consiste solamente en la 
operacion aiin cuando despues se acon- 
seja el tratamiento de rayos roentgen. 
El pronostico es favorable. 

BtlBOgBI 

Abtop flaei onHcaniie flByx cji)'-HaeB ony- 

XOJIII, BOSHHKmefi H 3 CHHOBaJtBHOii 060JIOH- 

Kn KOJienHOTO cyciasa. Abtop Taxace npn- 

Bo^nx cjiyBaii cnnoBajiBHofl BopciixaTOfi 
xpoHii^ecKoii rcMopparHH h ;i;o6poKaBecT- 
BCHHOfl CIIHOBaJIBHOll; rHCTHOIljnTOMH. Ha 
ocHOBannii jrnTepaT 3 '-pHHx flanatix asiop 
OTHociiT nx K pe^iKiiM sadoxeBaHiiBM. 


DOMINIQUE-JEAN LARREY 


(Continued from page S18) 

(the author’s collection, written to Larrey 
/ by Napoleon’s brother Josepb from Lon¬ 
don, dated June 15, 1840. The transla¬ 
tion of the letter follows: 

London, June 15, 1840 

Baron: 

I am living in the city, but I am on the point 
of establishing myself in the country, where I would 
like to have a doctor live with me who would have 
enough experience to take charge of my health, which 
has always been good, but which at our age is begin¬ 
ning to deteriorate, although it has not as yet been 
greatly affected. I would want him to take charge not 
only of my health, but of that of the persons who 
live with me; I would like him to be both doctor and 
surgeon. I will give him board and lodging. Wh.at 
salary do you think I should pay him? I would like 
him to be unmarried and not more than 45 years old. 

As always, Sir, 

Tour affectionate 
Joseph 

Joseph Bonaparte’s exactions from 
his medical adviser pique our interest. 
He desires a physician who would em¬ 
body the following: be a specialist in 
geriatrics; one willing to minister to 
“group medicine,” and be conversant 
witli medicine and surgery alike, etc. 
From his stipulations about allowing 
this versatile health adviser board, lodg¬ 
ing and a salary to be suggested by Lar¬ 


rey, Joseph also evinces that even 
royalty was not eager to be too liberal 
with medical fees. Joseph also stresses 
that the doctor must not be manned and 
specifies an age limit. It seems there is 
only one thing that he does not specify, 
and that is the religion of the doctor. 
That is much to Joseph’s credit; perhaps 
he may have been influenced in that by 
the Revolutionary period which Prance 
had just gone through and the demo¬ 
cratic attitude of the English among 
whom he had been living in London. 

Larrey’s admiration for Joseph’s 
brother was unbounded. Wlien Na¬ 
poleon’s ashes were brought to Paris 
in 1840, Larrey, about 70 years old at 
that time, walked the entire way to the 
Iiwalides Avith his head uncovered and 
weeping. Napoleon’s will is adequate 
testimony to the esteem in Avhich the 
“Little Corporal” held Larrey. ‘‘I leave 
to the surgeon-in-chief Larrey 100,000 
francs. He is the most virhwus man 1 
have ever hnoivn.” The last sentence 
was engraved on Larrey’s tombstone in 
Pere-Lachaise. 



A Hyper nephroid Tumor of the Right Kidney, with a 
Metastatic Lesion in the Right Scapula 

CHARLES EDAVARD NAGEL. rii.G., M.D., F.A.C.S,, F.I.C.S. 

GREAT FALLS, MONTANA 


AS ONE tecomes more familiar with 
/A malignant disease, gained through 
experience over a period of years, 
the words of Areatus become more ap¬ 
preciated. Areatus said, “When he can 
no further aid, the physician alone can 
still mourn as a man with his incurable 
patient: this is the physician’s lot.” Es¬ 
pecially during the past several months, 
liis words have been deeply impressed 
upon me. 

My own experience with surgery of 
the fadney, has been that of a general 
surgeon, with malignancies of the kidney 
very limited. One case was in a child 
nine months old. The specimen weighed 
1125 gm. Pathologic histology was that 
of a sarcoma, mixed typo, grade three 
malignancy. Outcome fatal. In the case 
under consideration, a white male aged 
68 had a condition complicated by aortic 
regurgitation and auricular fibrillation; 
lie is living and convalescent. 

The most recent survey of interscapu- 
lothoracic amputations for malignancy 
of the shoulder girdle has been accom¬ 
plished by Pack et al^ ■with a rather com¬ 
plete historical and factual report of 
cases by this group. It would lend noth¬ 
ing to tins report to review these articles. 
Strode et al.- in a recent article have 
reported two interesting cases, while 
MilclP reported a case in which this 
amputation was resorted to for a tuber¬ 
culous shoulder girdle. I find no record 


of surgery of such magnitude in the 
archives of the Columbus hospital. 

Suffice it to say that the procedure 
can be very difficult, that it can be quite 
formidable and that it is quite mutilat¬ 
ing. Yet it has its place and it is justi¬ 
fiable in the following conditions: (1) 
severe and extensive injuries of the 
shoulder girdle; (2) acute and.chronic 
infections; and (3) malignancies of the 
shoulder girdle. 

As to the etiology of malignancies, I 
believe the iconoclastic attitude is the 
best. Admitting that much research work 
has been done, little if anything has been 
added to the conception offered by 
Senn*: “Every tumor is the product of 
tissue proliferation of a congenital or 
postnatal matrix of embryonic cells, 
aroused into activity by a general or 
local physiologic stimulation or by con¬ 
genital or acquired abnormal conditions 
in its immediate environment.” Cramer^ 
bas but elaborated upon this older con¬ 
ception. Little rvould be gained by re¬ 
viewing countless other theories in a 
practical paper and by one w'ho lays no 
claim to specialization. 

CASE REPORT 

History: D. R. L., aged 68, white, male, 
married, was admitted to the Columbus Hos¬ 
pital, hiarch 21, 1942. 

Chief complaint and present illness: In 
late 1940 and early 1941, he was treated ■with 
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tablets for a prostatic condition and bloody 
urine. Cystoscopic findings were negative for 
malignancy of prostate or bladder. At this 
time also, he was taking treatment for a pain¬ 
ful right shoulder, for which he went to a 
local hot spring, and while there an osteopath 
manipulated his stiffening shoulder. Early 
in 1941, he fell and injured the right shoulder 
and fell again in the autumn of 1941, injuring 
the same shoulder. He saw another osteopath, 
who made a diagnosis of dislocation. After 
trying unsuccessfully to reduce it he referred 
him to a physician. The shoulder was very 
painful and fixed. Plates taken at that time 
showed marked destruction of the glenoid 
cavity and blade of scapula. During the four 
months prior to his admission he stated that 
he lost 43 pounds and that he also noticed a 
mass in his right flank, which seemed to be 
growing rapidly. Otherwise he felt fine. 

Past illness, operations and injuries: Mea¬ 
sles, chiekenpox. Denied venereal disease. 
Appendectomy, 1939. Eight inguinal hernia 
of several years duration. 

Family history; Mother alive, 96. Father 
alive, 94. One brother and one sister alive 
and well. 

Personal history; Nocturia two or three 
times a night. Bowels costive. Digestion poor, 
troubled with sour belching. Loss of 43 
pounds last four months. 

Physical examination; A male, white in the 
late 60’s, who except for a badly deformed and 
fixed shoulder, appears neither acutely or 
chronically ill. Upon examination has the fol¬ 
lowing positive findings; Arcus seniles. Upper 
and lower plates. Thoracic cage normal in 
contour except for the right shoulder girdle, 
which is considerablj" enlarged and fixed; 
carrying forearm at right angle to arm. 
Muscle turgor poor throughout body. The 
tumor is in the region of the deltoid and 
scapula, verj" firm and considerably warmer 
to the touch than the left. Atrophy of muscles 
of the forearm, probably due to disuse. Heart 
is moderately enlarged and there is a definite 
murmur of aortic regurgitation, pulse is defi¬ 
nitely of the Corrigan tjT)e. Arteries are 
sclerosed and the pressure in the left arm is 
200/64. Abdomen, beginning in the left lower 
quadrant and moving counterclockwise; the 
examination is essentially negative until one 


reaches the upper right quadrant where one 
feels a definite rounded mass, which does not 
appear to be fixed to the liver; it falls to the 
left when the patient rests on his left side. 
Bimanual, exerting pressure in the renal tri¬ 
angle; one derives the sense of tumor motion; 
it can be moved back and forth between the 
palpating hands; it is not tender. In the 
right lower quadrant is a scar of the previous 
appendectomy; and in the right inguinal 
canal there is a definite bulge of an indirect 
hernia. Lower extremities normal. 

Impression: We have here a male who for 
at least a year has suffered from pain and 
disuse of the right shoulder; there is also a 
history of hematuria of unestablished eti¬ 
ology; and there is a history of two injuries, 
not counting the additional trauma instituted 
by the osteopaths; and more recently the his¬ 
tory of rapid weight loss, with the patient be¬ 
coming aware of a tumor mass in the right 
flank. Obviously, since there is no history of 
jaundice and the liver does not suggest cir¬ 
rhosis, we are dealing with a tumor, either of 
retroperitoneal origin or of the kidney. Eetro- 
peritoneal tumors are not usually freely mov¬ 
able. The tumor mass is firm, not cystic and 
therefore cannot be readily considered as a 
massive hydronephrotic or possibly polycystic 
kidney. The mass is firm and nodular. It is 
probably a malignancy of the kidney. The 
age of the patient tends to rule out the mixed 
type of malignant kidney, but comes well 
within the age of the hypernephroid type of 
tumor. The shoulder may be one of metastatic 
origin. This supposition is based on the fact 
that other than a history of hematuria, cause 
of which was not established, it fits in well 
with the insidious picture of hypernephroid 
tumors of the Iddnej'’. 

Presumptive diagnosis; Malignant tumor 
of the right kidney; adenocarcinoma; hyper¬ 
nephroma, right shoulder, metastatic from 
kidney; aortic regurgitation; generalized ar¬ 
teriosclerosis. 

Treatment suggested was that of 
therapj^ to tumor mass in shoulder girdle, 
followed by (1) nephi’ectomy and (2) re¬ 
moval of the shoulder. The patient was ad¬ 
vised of the seriousness of both procedures, 
but preferred to take the risk. The treatment 
wa.s, therefore, subsequently carried out. 
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X-ray therapy was given using 200 KVP 
20 MA. 50 TSD. 20 Cm. Aperture, 1.5 mm. 
copper and 1 mm. aluminum. Fifteen minutes, 
alternately over the posterior and anterior 
scapular regions. These were started on Marcli 
24 and completed on April 7, 1942, or a total 
of 13 treatments equivalent to 13 X 258 or 
3350 R. During this time the patient was hos¬ 
pitalized and essential studies accomplished. 

Clinical laborafonj reports: Urinalysis: 
3.21.42; sp. gr. l.OH alkaline; 20 — 25 rbe. 
5.15.42; sp. gr. 1013, alkaline; l-f* sugar. 
Amorphous phosphates and triple phosphate 
crystals. Interval urine of little consequence. 

X’Vay studies: The original plate taken in 
stereo at the Columbus on March 11, 1942. It 


scapula blade composed of the axillarj' border, 
vertebral border and the inferior angle. The 
clavicle is not visualized since in the removal 
of the shoulder, the outer two-thirds had been 
removed to facilitate the exposure of the 
brachial plexus and the subclavian vein and 
artery. 

Electrocardiogram: March 29,1942, rhythm 
irregular, auricular fibrillation; April 14, 
1942, inverted in the second, third and 
fourth leads. 

Preoperative care and treatment consisted 
of every reasonable effort to build up the 
patient, by diet fortified with vitamins, rest, 
cardiac support and transfusions of both 
whole blood and plasma. 


Table 1 


Hematologij: 3.24.42; 3,87m. Hgb. 10.4gm. C. 1. .85 10,900wbe. 85% P. 14 L. OE. OB. 

4, 7.42; 4,09m. 11.5 .89 4,GOO 83 16 1 

5.13.42; 3,36m. 10.0 .94 8,750 67 28 3 1 

5.30.42; 

Coagulation time: 4yo min. Blood Typing: International “B,” Moss 111. 

Blood Chemistries: 



BUN. 

NPN. 

Great. 

Pibric. 

Albumin Globulin Total Prot. Ratio A/G 

NORMAL 

10-15 

25-35 

1-2 


4.5-5.5 1.5-3 

6-8 

1.5/2.5:1 

3.24.42: 

21.2 

40.5 

1.8 





4. 8.42: 

30.4 

44.7 

2.01 

0.807 

3.349 5.093 

9.249 

1.5/1.7/1:3:1 

5.11.42: 

17.7 

34.6 

1.13 

0.80 

4.88 4.99 

10.73 

(1.7:1) (3.1) (1:1.02) 


showed the right shoulder, part of the cervical 
vertebrae, upper thoracic cage and the hu¬ 
merus, clavicle and scapula. The entire 
glenoid cavity and contiguous portion of the 
blade of the scapula destroyed. On March 22, 
1942, chest and abdomen: No evidence of 
metastasis to bones. No mass in abdomen 
visualized. March 25, 1942, KUB and KUB 
with dyc; very large shadow corresponding 
to right kidney area visualized. Left kidney 
also very large and low in position. No dye 
seen in kidneys at any time, but dye was 
visualized in bladder at end of one hour. 
May 14,1942, chest; No evidence of metastasis 
in pulmonary fields. May 13, 1942. Scapula 
with tumor and upper third of humerus, after 
removal and dissection of area. Plate shows 
upper third of luimerus, some fragmented 
bone in region of the iTpper border of the 
scapnla and only about one third of the 


Biopsy on IMarch 23, under local anesthesia, 
consisted of both excision of tissue from the 
posterior aspect of the tumor mass and aspira¬ 
tion. Too much bleeding resulted and the pro¬ 
cedure was stopped. 

Nephrectomy was done on April 15, employ¬ 
ing cyclopropane, helium and ether. Oper¬ 
ative time, 1 hr. 15 min. Lumbar incision was 
employed. 

Gross pathology: The kidney was of un¬ 
usual size, with the upper pole appearing 
normal and from above down, the kidney en¬ 
larged until a very large bulbous nodular 
pole had developed. The capsule was very,«-^ 
adherent and considerable bleedi"" was u- • 
bothersome tlii- ; - 
The hilum and *' 
obliterated by L’ 

Pulse rate, ji* 

20, blood 
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Fig. 1. X-ray picture of right scapula of patient 
prior to surgical intervention 

elusion 84, respiration, 20, blood pressure, 
00/78. 

Inierscapulotlwracic amputation on May 
13, 1942, under cyclopropane, belium and 
ether -with operative time 1 hr. and 10 min. 
Technic of Berger-Faraboeuf. Except for a 
moderatel}’’ severe amount of bleeding, it was 
relatively simple. Pulse at beginning of oper¬ 
ation 72, respirations 18; at conclusion pulse 
112 and respirations 28. 

This procedure was apparently somewhat 
more shocking than had been the nephrectomy. 
However, he responded favorably to immedi¬ 
ate shock treatment as the postoperative sur- 
ve}’’ indicates; and which along with the one 
for the nephrectomy is reviewed. 

Postoperative neplu-cctomy: April 14,1942: 
500 cc. citrated blood and 500 cc. normal saline. 
April 15,1942: 500 cc. blood plasma and 1000 
cc. 5 per cent glucose in noz’mal saline and 
1000 cc. 10 per cent glucose in normal saline. 
April 16, 1942; 10 per cent glucose in normal 
saline. April 17, 1942: Blood plasma 500 cc. 
and 500 cc. normal saline: 1000 cc. 5 per cent 
glucose in normal saline. April 18, 1942: 
1000 normal saline with 5 per cent glucose. 
Wangensteen suction was employed to avoid 
distention. Fluids by mouth were increased 
as tolerated and diet increased as indicated. 
In addition, coramine, ampules 1, was given 
for six doses postoperatively along with 



Fig. 2. Specimen removed at operation 

digalen, ampules 1, intramuscularly, until 
digitora could be tolerated by mouth. Sulfa- 
thiazole, a total of 8 gm., was given, due to a 
slight purulent discharge from nephrectomy 
wound. Only twice during the period did the 
temperature reach 101.6° by rectum. The 
urine was free of RBC since surgery. 

Postoperative amputation: Prior to surg¬ 
ery, the patient received 500 cc. of citrated 
blood, on the morning of May 14, 1942. Due 
to the blood fluid loss, moderate shock had to 
be combated and for this purpose, coramine, 
ampules 1, was given immediately on the table 
and a second was given with 500 cc. blood 
plasma and 500 cc. 5 per cent glucose in nor¬ 
mal saline. That afternoon another 1000 cc. 
10 per cent glucose in normal saline was given. 
A total of 5 cc. of coramine postoperatively 
were given. Until the patient could tolerate 
digitora by mouth, digalen, ampules 1, a total 
of 15 were given intramuscularly. May 15, 
1942: blood plasma 500 cc. were given. Fluids 
and diet increased as tolerated. The tem¬ 
perature never rose above 100.8. 

Pathologic histology reports; Biopsy, March 
23, 1942: Aspirated material, blood clot, no 
abnormal cells found. Small fragment of 
muscle tissue, no malignant tissue noted. 
April 14, 1942: kidney greatly enlarged, 
weighing 907.18 gm. Kidney tissue is re¬ 
placed by nodular, yellowish white tumor 
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mass, extending down into the pelvis of the 
kidney. 

Microscopic findings: Growth is made np of 
nests of large cells with clear cytoplasm, and 
relatively small nuclei. Occasional areas where 
cells attempt to arrange themselves in the 
form of tuhules are found. 

Diagnosis: Clear cell adenocarcinoma of 
the kidney. May 12,1942. Upper arm tissue, 
gross description: Tumor growth invol^g 
most of the scapula with destruction of bony 
tissue. Microscopic findings: Tumor is com¬ 
posed of nests and of strands of atypical 
epithelial cells, resembling those found in the 
kidney tumor of the same patient. 

Diagnosis: Metastatic clear cell adenocarci¬ 
noma of scapula, metastasized from kidney. 

The controversial matter as to whether 
these tumors are hypernephroma or 
carcinoma will not be considered here. 
Stout,® in my opinion, has very carefully 
reviewed this subject and has placed this 
type of tumor under the generic heading 
of hypernophroid tumors. As pointed 
out by him, the bone metastases of the 
tumor, are of the osteoclastic type, usu¬ 
ally highly vascular and in some in¬ 
stances, may be of the pulsating type. 
In this case to date, no other metastatic 
focus has been demonstrated; but that 
is not to be accepted as a criterion of 
cure. Malignancies are knoum to be 
spread: (1) by the blood vascular sys¬ 
tem; (2) by the lymphatics; (3) by con¬ 
tiguity and probably by all three simul¬ 
taneously. Therefore metastatic foci 
may be looked for, and if data on the 
metastatic lesions are accurate, they can 
be found in any structure or organ of the 
body. Prognosis must be guarded. No 
promise of cure was offered and none ex¬ 
pected. It is believed^ though, that the 
patient has been made more comfortable 
and he will be watched -with extreme 
interest. 

General resume: Considering the age 
of the patient, the extensiveness of the 
pathologic lesions and the cardiac com¬ 
plication, the risk was of the gravest 


sort. All this was explained not only to 
him, but to the family. He however felt, 
as did his family, that there was some¬ 
thing to gain and little to lose. Person¬ 
ally, I feel that with judicious and 
careful preparation, one can obtain good 
temporary results even in the face of 
a grave risk. My colleagues concurred 
in this opinion and at least for the 
time being, results seem to support our 
contention. 



Fig. 3. Appearance of the field of operation following 
surgery 


Cystoscopy: Altliough no evidence of 
malignancy of flie bladder or the pros¬ 
tate was found on a ' ' ..inn-.' 

tion, it was deemed ’ C 

June 10, the pa'i 
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scoped. A No. 24 sound Avas. passed 
without difficulty. Catheterization was 
negative for residual urine. The bladder 
was normal, except for trabeculations at 
the base. Ureteral openings appeared 
normal. Eectally the lateral lobes en¬ 
larged tAvo plus, smooth and hard, some- 
Avhat nodular. No further intervention 
appears to be indicated at this time. 

SUMMARY 

A preliminary report is here offered 
of a male in the late 60’s AA’-ho had a 
hypernephroid tumor of the right kidney 
AAuth a metastatic focus in the right 
scapula. Complicating the case AAms an 
aortic regurgitation and an auricular 
fibrillation. He surAUAmd tAAm major pro¬ 
cedures, that of nephrectomy and AAuthin 
a month’s time that of interscapulo- 
thoracic amputation of the right shoiil- 
der girdle. 

I AYish to tliank Doctors T. Walker, 
C. Little and the Staff on the West Wing 
of the Columbus Hospital, for their iu- 
trest and help in this case. 
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NEWS 

Dr. A. A. Berg, president-elect of the Inter¬ 
national College of Surgeons and consulting 
surgeon at IMt. Sinai Hospital, New York, has 
recently made a gift for postAvar construc¬ 
tion of a research laboratory at Mt. Sinai 
Hospital as a memorial to his brother, Dr. 
Henry W. Berg. Dr. Henry Berg, a member 
of the attending staff of the hospital for 40 
years, died in 1938, aged 79. Located among 
i\rt. Sinai’s IS buildings, the Henry W. Berg 
Research Laboratory Building, as it is to be 
knOAvn. will be constructed as soon after the 
war as materials and labor become available. 
AVith the addition of the new building, Mt. 
Sinai Hospital ivill be enabled to make its 
contribution to American leadership in 
world medicine until European hospitals and 


RESUME 

L’auteur nous rapporte un cas d’hyper- 
nephrome du rein droit avec lesion 
metastatique dans I’omoplate droite, 
chez un homme age de soixante ans. En 
outre le malade soutfrait de regurgita¬ 
tion aortique et de fibrillation aiiricu- 
laire. Le malade a sui’aAcu deux 
oioerations majeures dans I’espace d’un 
mois: une nephrectomie et une amputa¬ 
tion interscapulo-thoracique de I’epaule 
droite. 

SUMARIO 

El autor presenta un caso de tumor 
hipernefroid del rinon derecho con lesion 
metastatica en la escapula derecha en 
un hombre de 60 an os de edad. 

El caso estaha complicado con regurgi- 
tacion aortica y fibrillacion auricular. 

El paciente sohrevivio dos operaciones 
mayores durante un mes: una nefrec- 
tomia y una entra-escapulo-toracica 
amputacion circular del hombro dereclio. 

BbiBoabi 

Abtop coodigaeT o6 onyxojrir npanott 
nouKii c JiexaCTasoM n npanolt JionarKe y 
JiyjKUiiHBi 60 .xer. Cuyuafi dtiit ocjiojk'hcii 
^iihpnAiipHBiM coKpam;eiiiiejr npe^cep,Uia. 
EojiBHOh nepeiiec ^bc TRjKC.iBie onepaipni b 
T e'ieHiiii o/^IIoro Arecaua — ne(})peKTOMnio n 
niiTepcicaniMOTopaKa-BBiiyio airnyTagnio. 

ITEMS 

scientific centers are rebuilt. Housed in tlie 
ncAV building udll be departments of bac- 
teriologj^, pathology, physiolog}’’, chemistry, 
gastro-enterology, cardiologj^ hematology, 
endocrinology, metabolism and biophysics. 
Dr. Berg’s gift Avas hailed by the trustees 
“as a fitting climax to his half centuiy of 
medical and humanitarian service to Mt. 
Sinai.” Dr. Berg bps been associated Avitb 
the hospital since his internsliip there in 1894. 

Major Charles Arnold, P.I.C.S., is uoav sta¬ 
tioned in England in charge of the surgical 
service of a hospital. He Avas recently the 
guest of IMr. and Sirs. Hamilton Bailey, 
F.R.C.S., F.I.C.S. 

(ContinucH on papr M) 



Acute Cholecystitis 

MAJOR FRANCIS S. MAINZER, Medical Corps, A. U. S. 
HUNTINGDON, I’A. 


A STUDY of the literature in acute 
cholecystitis discloses that sur- 
■ geons are still divided as to 
whether it is best to operate on these 
cases immediately or after the acute 
attack subsides. Some have recourse to 
cholecystectomy, others to clioleeysto- 
toiny; a number still advise medical 
measures as the sole treatment. 

Among those authorities who advocate 
immediate or early surgery are tValfon, 
Stone, Ileyd, Miller and Judd. The main 
argument advanced by its opponents is 
that operation during the early stage 
entails unwarranted risk and that chole¬ 
cystectomy is definitely more difficult 
and more hazardous while the acute in¬ 
flammation is present. 


case, but clinical judgment can ho im¬ 
proved by reports of others, as well as 
personal experiences. 

I am inclined to agree with those who 
say “once gall-bladder disease, always 
gall-bladder disease.” Uor this reason, 
I advise immediate and early surgery in 
every case of acute cholecystitis. The 
diagnosis must, however, be based upon 
a meticulous history, careful physical 
examination and the usual laboratory 
studies. Any decision to operate should, 
of course, bo tempered by present con¬ 
ditions, need for supportive therapy and 
age. Table II shows the truth of the 
dictum “the older the patient the greater 
the risk.” 


Table I 


Operation 

Time of Operation 

No. Cases 

Male 

-Sex- 

Female 

Deaths 

hlortality 
Per Cent 

Immediate 

12-24 liours 

G 

4 

2 

0 

0 

Early 

24-72 hours 

28 

13 

16 

2 

7 

Late 

After 3 days 

15 

7 

8 

6 

40 


Results in forty-nine cases of acute 
cholecystitis are presented in this paper. 
Three tables are furnished, one showing 
the time of operation, another the age 
at operation and the third an analysis 
of the dentils. Obviously, the clinical 
judgment of the surgeon is the most im¬ 
portant factor in handling this type of 

•presented at the Fourth International Assembly 
of the International College of Surpeoiis, Kew Tork, 
June, 1943. 


HISTORY 

The patient usually R'ivos a history of 
selective dyspepsia over a period of 
years, is past middle age and over 
weight. Ninety to 94 per cent of them 
will complain of previous attacks of pain 
in the upner rigid quadrant. 

The differenfial diagnosis includes the 
following: (a) Acute pancreatitis in 
which tlie patient is more seriously ill, 
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respirations are labored and cyanosis 
may exist. Eig’idity is less marked and 
the patient as a rule is in a state of col¬ 
lapse. No mass can be palpated, (b) 


is the principal symptom. If the obstruc¬ 
tion is not relieved, as happens in most 
cases, symptoms of infection make their 
appearance, in the form of temperature 


Table II 


Age Incidence 

No. Cases 



Deaths 

Mortality 
Per Cent 

Male 

Female 

;30-40 

18 

10 

8 

1 

51/. 

41-50 

22 

10 

12 

4 

18 

51-60 

7 

2 

5 

2 

28 

61-70 

2 

1 

1 

1 

50 


Perforated duodenal ulcer, where the 
clinical history usually presents periodic 
hyperacid syndrome and the picture of 
sudden acute localized pain-subnormal 
or slightly elevated temperature, with 
the desire to lie quietly rather than make 
tlie slightest motion, (c) In acute ap¬ 
pendicitis the onset of pain is usually 
localized around the umbilicus, later in 
the right lower quandrant. The tempera¬ 
ture is only slightlj’' elevated as a rule, 
(d) Acute intestinal obstruction presents 
a somewhat different clinical picture. The 
pyrexia in acute cholecystitis is more 
marked, (e) Eight renal colic at times 
simulates biliary colic, whereas the 
symptoms here are referable to the 
urinary tract, (f) An early right-sided 
lobar pneumonia may present more diffi¬ 
culty, though the respiratory rate Avill 
l)e sigaiificant. 

SYjrPTOMS 

In acute cholecystitis the onset is char¬ 
acterized by a pain, usually sharp and 
lancinating in character. This pain may 
be referred to the back, epigastric re¬ 
gion, under the right scapula or to the 
cardiac area. This sharp pain usually 
indicates cystic duct, or common duct 
obstruction and for a period varying 
from twelve to twenty-four hours, this 


varying from 97°-104° P. The pulse rate 
varies according to the degree of inflam¬ 
mation and toxemia. Nausea or vomiting 
as a rule are present. The leukocyte 
count varies from 6000 to 18,000 with a 
corresponding rise in the differential 
count. Gage states: “the neutrophile per¬ 
centage is more indicative of the severity 
of the inflammatory process within tlie 
gall bladder than is the total leukocyte 
count. Tenderness and rigidity in the 
right upper quadrant are important clin¬ 
ical findings. A mass may or may not 
be loalpable. Clay-colored stools are sel¬ 
dom present. The clinical indications of 
perforation or gangrene are a high tem¬ 
perature, increased pulse rate, rising 
blood count and progressive toxicity of 
the patient. As the acute condition sub¬ 
sides the temperature drops.” Occa¬ 
sionally this occurs and yet the patient 
may have a gangrenous gall bladder as 
happened in one of mj’^ cases. 

ROENTGEXOLOGIC ASPECTS OF 
ACUTE CHOLECYSTITIS 

Eoentgen-ray examination of the pih 
bladder aids the clinician by two diag¬ 
nostic procedures. The first of these m 
the routine flat-film of the abdomen, 
whereby the gall-bladder area is studied 
for the presence or absence of radi- 
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opaf|iic hIukIdwh. OcciiHioiially arnpyaitm 
of tlio gall hladdwr will prodiicf! an iii- 
croascd dfamily of fiiidiclont dogroa to !)« 
diagnoHlio on llin piano alKloininal roont- 
genogram. The Hooond procodiire, 
narncily, oliolecyHtogniphy, la fni-ninlied 
hy Kupplcnionling UiIh ordinary roent- 
gonographie atiidy with a eontraat media 
whioh is Holootividy eliminated hy the 
liver and concentraled and atored in the 
gall bladder—the Oraham-C'ole leat. Thia 
laller examination ia a fnnetiornd leal in 
that the poaitive information it reveala 
is airnply whether or not tlin gall-bladder 
fnnetioriH, i.o.., enneenlratea and atorea 
Idle and eontraat media. So-ealled “nega¬ 
tive atone ahadowa” or biliary ealenli 
with inanffieient ealeinrn eonteni lo he re¬ 
vealed on the ordinary flat abdominal 
film, if preaent in anlheient amonnta, will 
he indireetly aeen hy failure of the eon- 
Iraat media to eompletelv and nniformly 
fill the gall bladder and hy virtue of the 
dve outlining the non-ealeifled nnderial. 
Thua, the Oraliam-Cole teat in eertain 
instaneea demonatratea indireetly the 
prnsenee or ahaenee of alonea aa well aa 
the functional afate of (he gall hlailder. 

The problem of acute eholecyatitla ia 
one in which the roentgenologic exam¬ 
ination can he of only limited help. Thia 
ia clear if one conaidera the pathologic 
phyaiolog>’ involved in relation to the 
roentgen methoda jnat ennrncratcd. Tn 
acute eholecyalitia water and tranandale 
pass from the wall into the Inrnen of the 
gall bladder. Thia ellmlnafea cholecya- 
lography aa a naefnl procedure due to 
the in.ahlllty lo obtain concentraled eon- 
fr:iat media wifhin the g.all bladder he- 
can^e of dihilion. Experience baa ahown 
that the Oraham-f'ole (eat or chole- 
evatoirraphy ia of no value before three 
weeba following an acute eholecyatitla. 
X-ray examination ia limited, therefore, 
in fhie eondilion to the flat-film ferdmie 
for demonalration of g.all afonca. The 
.aetile awelling of the gall bladder tnaliea 


oven thia more dirtlcnlt for demomiti'at- 
ing vnry amidl or lean denae alontia, foi' 
a diatended gall bladder temla lo ohaenre 
Kiich alone ahadowa hy leaaening (he 
denaily differential between (he alone 
and anrronnding gall-hladdm’ area. 

Vet roentgen exaniimdion of (he rlghl 
upper (piadrant (flat abdominal film) In 
(he preaence of an acnie chob'cyatKia 
may allow a(ar-ahaped fiiianrea in cal¬ 
culi which place (heae calculi directly 
in the gall bladder and not in (he 
Iddney. While it ia (me (hat (heae 
(iaanrea are of Inlereat chiefly (o (he 
roentgenologlal, (hey do locali'/e (heae 
calculi aa being preaent only in (he gall 
bladder—valnahln information (o he oh- 
(alned from a alngle fiat abdominal film.' 

However, a iirecanflon which mnat be 
kept in mind in roenfgenologlc Interpre- 
(allon of a film in the preaence of acnie 
eholecyalitia with chojellthlnaia, ia (he 
poaaihility of decalcificalion of the eal- 
cnll under Iheae padiologic conditlona. 
Preeinendy one aeen decalclficadon of 
(he parla of (he ahelclal ayalem in (he 
preaence of an acnie inflammatory proc- 
eafl and oceanionally (he inflammalory 
proeeaa of an acnie gall bladder will 
produce a aimlhir (ype of decalclficadon 
of the calculi, (o (lie point where even 
though dieae ealcnl! are preaent (hey v/ill 
not he demonatraled roenlgenologlcally,’ 

For the reaaonn Hated above roent¬ 
genologic aid in diagnoala of neifie 
cholecyatldn either wldi or wKhont cal¬ 
culi la fairly lirnKed. Fncloni favoring a 
roentgen diagmonla are: fl) the poaaihle 
preaence of aemi-opaqiie or oparpie 
alonea; (2) (he poaaihle preaence of a(ar- 
alinped fiaanrea in dieae calculi wlileb 
directly pbicea them in (he gall bladder, 
f.'l) the denaity of an empyema of (he 
gall bladder, which will he fairly well 
outlined on a film of die right upper 
fpiadranl, TTowever, faefora may he 
preaent wliieh cannot iatr d; fl)^ 
tionopaepie calculi, di 
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greater percentage of biliaiy calculi; and 
(2) possible decalcification of calculi in 
the presence of an acute inflammatory 
process. 

PEEOPERATnn: teeatment 

The patient should he brought to the 
operating room only after having re¬ 
ceived adequate preoperative treatment. 
These patients are often dehydrated and 
have an increased need for sugar. There¬ 
fore, it is of vital importance that the 
fluid balance be restored. This is accom¬ 
plished by giving intravenously 1000- 
2000 ce. 10 per cent dextrose alternately 
with normal saline solution, which will 
also replenish the chloride loss. A Levine 
tube with Wangensteen suction appai'a- 
tus should be introduced to combat vomit- 
,ing and distention. This may be left in 
situ for the postoperative treatment. 

Morphine sulphate with atropine sul¬ 
phate should he given, in dosage re¬ 
quired, according to age, for relief of 
pain. Hot stupes are of some value in 
the relief of pain. Vitamin K will help 
to decrease the clotting time, if the 
patient is y'^undiced. bile salts aid ab¬ 
sorption of fat soluble vitamins if they 
can be given by mouth. Blood transfu¬ 
sions are of great benefit when the pa¬ 
tient has toxic hepato-cellular disease 
and in these cases should be resorted to 
early. 

TYPE OF OPERATION 

Experience has shown that chole¬ 
cystectomy is far superior to chole- 
cystotomy in the acute cases, although it 
is generally agreed amons: surgeons that 
cholecystotomy is the choice in “bad risk” 
cases. T have performed cholecystectomy 
in my series, except in three cases, tAvo 
of those had empyema, the third vras a 
“bad risk” case with perforation at the 


fundus of the gall bladder and the stones 
were free in the abdominal cavity. In 
these three cholecystotomy was done. The 
common duct should always be explored 
in cases of acute cholecystitis. Wlien a 
stone is impacted in the common duct, 
it must be removed and the duet drained 
with a proper size T-tube. It is now gen¬ 
erally agreed that the advent of Vitamin 
K and bile salts made cholecystectomy in 
jaundiced cases a much less dangerous 
procedure. 

I still advocate drainage of the gall 
bladder fossa follorving cholecystectomy 
as the field of operation is seldom free 
of blood or bile. It may save the neces¬ 
sity of reopening the abdomen and in¬ 
serting a drain. The convalescent period 
in the cases drained at time of operation 
is not changed and the drain may be 
removed on the fifth or sixth day. 


POSTOPERATIVE PERIOD 

The majority of cases have a rather 
stormy postoperative course. Dextrose 
10 per cent, 2000 cc. should be given 
intravenously every Lventy-four hours. 
Morphine sulphate with atropine sul¬ 
phate. will alleAuate the pain and relax 
the pyloric sphincter. These drugs should 
be repeated every four houi’S. Wangen¬ 
steen suction should be continued as part 
of the postoperative care. Carbon diox¬ 
ide-oxygen inhalations during the first 
twelve hours and the use of the oxygen 
tent when the respiratory rate rises 
above 30-34 per minute are of great 
value in preAmnting pulmonary complica¬ 
tions. After forty-eight hours, lukewarm 
water may be given, the Levine tube 
clamped and if no untoAvard symptoms, 
such as distention, occur, more fluids ciin 
be given by mouth. Should distention 
occur, remoA'al of clamp Avill again elirn- 
inate these symptoms. On the fourth 
day, unsAA'eetened tea-gingerale or fat- 
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free broths are tried, followed by re¬ 
moval of a suction tube and a soft diet 
on the sixth or seventh day. 

SUMMAKY 

1. The mortality rate in acute chole¬ 
cystitis is lowered by immediate or early 
operation. The mortality rate increases 
as age progresses. 

2. Cholecystectomy is the choice oper¬ 
ation unless the case is a “bad risk.” 
Cholecystotomy is indicated when the 
patient is aged or when empyema is 
present. 

3. Drainage of gall-bladder fossa fol¬ 
lowing cholecystectomy is of value, as 
the abdomen may have to be reopened 
unless it is done. 

4. Dextrose solution intravenously 
pre- and postoporativcly are of gi-eat 
value, with blood transfusion if the case 


warrants. Wangensteen suction relieves 
distention. Carbon dioxide-oxygen in¬ 
halations and the oxygen tent are valu¬ 
able if signs of pulmonary complications 
arise. 

5. The clinical and laboratory find¬ 
ings are not always indicative of the 
severity of the pathology present in the 
gall bladder. 

6. Early operation will practically 
eliminate the hazard of gangrene with 
perforation. 

BIBLIOGRAPHY 

1. AkerlDcd, Aie: V'— —-». •» r_ •• 

bildungen in GaUfttilei • ■ ■■ • . . • 

Bedeutunff. Acta Radiol > ' ‘ 

2. IlanssoD, Kils: • . ' • 

Radioto^ca 27iS48-550, > ... 

3. Best, R. Russell: The Acute OoB Bladder. Sure.. 
Gynee. & Obst. 73:312 319, Sept, 1941. 

4. Bettman, Ralph Boerne: Teehme of Cholecystectomy. 
8. Clin. North America £3:63*72, Febnxary, 1942. 

5. Clute. Howard JI, and Lembright. J. Fred: Immedi¬ 
ate Stiryery in Acute CholeeVftUue New Sng J, Med £13:72* 
75. Jan 13. 1938. 

6. Col^ Warren H ; Factors in the Proynosis and 3Ior- 
tality of Oall Bladder Disease: CeUectlve Review, Internat. 
Abstr. Sore. 39:40*46, July, 1939, 


Table III 


Cause of Death 

Age 

Early 

Operation 

Late 

Operation 

Pathology 

Postoperative Shock 

37 

yes 

no 

Acute Cholecystitis with 

Postoperative Pulmonary 
Embolism 

43 

no 

yes 

Stone in Commer Duct. 

Acute Choleryftitis wi*.' 

Postoperative Pulmonary 
Embolism 

68 

no 

yes 

Stone in Cynii Duirt, 

Peritonitis 

55 

no 

yes 


fjobar Pneumonia 

48 

yes 

no 


Lobar Pneumonia 

47 

no 

yes 


Coronary Tlirombosio 

59 

no 

yes 


Ateleetasi.s 

45 

no 
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resume 


1. L’operation precoce pour la cliole- 
cystite aigiie climiniie le taux de mor- 
lalite. Avec Page, cette niortalite aug- 
mente. 

2. La cliolccystocfomie est I’operation 
de clioix. Chez les vieillards et eii cas 
d’enipyeine de la vesicule biliaire, on 
praliquera la cholecystostomie. 

3. Le drainage de la fosse de la 
vesicule biliaire est de rigueur. Si ce 
drainage n’est pas pratique on pent etre 
oblige de rouvrir la plaie abdominale. 

-1. L’injection intraveneuse de solu¬ 
tion de dextrose avant et apres Paete 
operatoire est do valeur. Dans certains 


eas, on pratiquera la transfusion san¬ 
guine. Le suction Wangensteen soulage 
la distension. Les inhalations du car- 
bone-dioxide-oxygene son utiles en 
Ijresence de comiDlications iiulmonaires. 

5. Les symptomes cliniques et les 
trouvailles du laboratoire ne nous in- 
diquent pas toujours la severite des 
lesions pathologiques des voies biliaires. 

6. L’oiDeration precoce elimine pres- 
que surement le danger gangrene et de 
perforation. 

SUMAEIO 

1. La mortalidad en la colecistitis 
aguda, baja en relacion directa a la in- 
mediata o temprana intervencion qui- 
rurgica, niientras que la mortalidad 
aumenta en la vejez. 

2. La colecistectomia es la operacion 
de seleecion, a menos que el caso sea un 
“mal riesgo”; y la colecistostomia esta 
indicada en los casos de mas edad y 
cuando existe supuracion en la vesicula 
biliar. 

3. Drenaje de la fosa de la vesicula 
biliar en combinacion con la colecistec¬ 
tomia tiene merito para evitar la necesi- 
dad de abrir el abdomen nuevamente. 

4. El uso de la solucion de glucosa por 
via entravenosa antes y despues de la 
operacion, combinando la transfusion de 
sangre cuando se juzgue necesario. 

La succion de Wangensteen reduce la 
distencion. La tienda de oxigeno son de 
auxilio cuando sintomas de complicacion 
pulmonar aparecen. 

5. Los datos clinicos y los ensayos o 
pruebas de laboratories no son siempre 
indicatives de la severidad do los eani- 
bios patologicos en la vesicula biliar. 

6. Temprana operacion elimina los 
accidentes y peligros de gangrena } 
perforacion. 

Br.iBonw 

1. CjrepxHocTL npn ocTpojr xo.TenifCTiiTe 

cnnHcaercB npii iieMe,^jieHnofi n.in pauncii 
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onepan,Hn. CuepTiiocTB noBHraaeica c 
yBejiiiHeHiieM Boapacta 6ojiE.utix, 

2. X'OJieniicTSKTOMiiH s^jineicn onepai\iiett 
^'Bu6opa”, n oiia iie npeAciaBjiaeT "Goatuio- 
ro piiCKa.” XoJienncT3KTOUira noKasana y 
6oa&nHx npecTapejioro Bospacta iijih npn 
DJinueue xceJiaHoro nyatipa. 

3. ^penaJK jiOM^a acejiBHoro. nyanpa npn 
xojien,ncT3KTOMnii iiMeex Baaciioe anaaeiiue. 

4. Boji&iiroe anaBeime npiiAaeica BBefle- 


iiino raioKosBi B p^o IIJIH nocaeonepanHOUHOM 
nepno;i,e, a TaKHce nepejiHBaHnni KpoBii. 

ilpn jiero’iHHx ocjioacHennax 6ojii>iuoe 
auaneHue iiueex UHraaaii,na Kncjtopo;;a it 
yrJieKHCJI'OTH. 

5. Kannn^ecKHe ii jiadopaxopHue AaiiHue 
lie BceXi^a npaBiiJitiio xapaKxepnsyiox iiaxo- 
.loniBecKyio KapxnHy jiojKa nyaupa. 

6. PanHHH onepauHH npe^ynpejKAaex bo 3- 
MOyKHOCTB nep$opai^iin nyaupa. 
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Editorials 


The Making of a Surgeon 


T he iDrecepts so often reiterated to 
tlie young man about to embark on 
a surgical career or the aspirant 
seeking the “open sesame” to the sur¬ 
geon’s world are universal in their 
application. 

Dr. Alberto Gutierrez in De la Forma- 
cion del Cirujano* {On the Making of a 
Surgeon) has given to the medical stu- 
jdent an epitome of the sage advice 
-'handed down by teachers of surgery 
in many medical institutions of many 
lands. The volume contains no new 
counsel, but its soundness makes worth 
while its being brought to the attention 
not only of the novice, but of the sea¬ 
soned and experienced surgeon, who 
occasionally forgets or disregards these 
dimly heard echoes of his student days. 

Dr. Gutierrez begins by stressing some 
of the should nots. The aspirant to a 
surgical career should not be motivated 
by the fact that monetary gains are 
greater in surgery, but by natural apti¬ 
tude for this branch of medicine. lie 
must not be a poor diagnostician, inejit 
in technic, ignorant of anatomy, careless 
and not sure of himself. Nor sliould lie 
begin to operate before he has mastered 
the fundamentals. 

On the other hand, the novice should 
attach himself to an upright and honest 
surgeon, first observing, then aiding him 
and finally operating under his guidance. 
He should watch other surgeons operate 

•EJ. 2. Editorial Xocito & Rano, Buenos Aires, 
IP43. 


and exchange ideas with those more ex¬ 
perienced than he. 

The successful surgeon must have as 
qualifications not only good technic hut 
adequate Iniowledge of embryology, 
anatomy, physiology and pathology. 
Essential in abdominal surgery is a 
knowledge of peritoneo-intestinal mor¬ 
phogenesis. To learn anatomy thor¬ 
oughly, he must go to the dissecting 
room. To master surgical technic, the 
student must haunt the amphitheater 
and practice on animals. His technic 
must be adaptable to various emergen¬ 
cies which may arise. 

Calmness, self-control and mastery of 
self are basic requirements. The good 
surgeon commands daring linked with 
prudence. His respect for the patient’s 
life must be paramount—^he must not 
operate unless circumstances so dictate. 
One-stage procedure, showy operations 
should be discarded for one of tAVO or 
eAmn three stages if there is any danger 
of jeopardizing the patient’s life. 

Last, but by no means least on this 
tabulation of musts, is surgical con¬ 
science. Lord Moymihan’s dictum: “For 
me the operating table is an altar where 
I celebrate mass,” might v’ell he the 
motto over every operating room. The 
surgeon’s sense of responsibility must 
be acute. Operations should not he per¬ 
formed before essential laboratory tests 
are taken, and the surgeon should care¬ 
fully check results. 

Gutierrez cautions the noAUce in re- 
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gai'd to certain features of the o))era- 
tion itself. 

In abdominal surgery, diagnosis 
sliould bo certain. 

The incision cliosen should be the one 
best suited to the field of action. It 
should disturb muscles and nerves as 
little as possible and be neither too long 
nor so small as to make a simple inter¬ 
vention difficult. 

Gentle manocuvers in surgical inter¬ 
vention reduce operative trauma. 

Gutierrez disregards the apiiellations 
major and minor surgery, for the simple 
reason that in minor surgery major com¬ 
plications may arise. For this reason be 
protests against the performance of any 
operation in the surgeon’s office. 

Too groat surgical speed and over¬ 
confidence are to bo condemned as caus¬ 
ing errors and sacrifice of correct teeb- 
nio. Performing the operation well 
should be the surgeon’s goal; bo should 
bo correct, rapid, and do a complete job. 

Knowing whether or not to operate 


and when to operate is vital to the 
surgeon’s success. He should bo guided 
by clinical criteria. If there is any doubt, 
a consultant should be called in. The 
good surgeon does not abuse “exjilor- 
atory laparotomy.” 

Specialization in some particular 
branch of surgeiy is well and good— 
only, general surgery should be prac¬ 
ticed first. Surgery has been greatly 
benefited by specialization, particularly 
thoracic and neurologic surgery, in 
which great strides have been made 
recentl}'. 

Wide general culture is an asset. Lan¬ 
guages are the key to publications of 
scientific discoveries in other countries. 
Philosophy, logic, psychology, sketching 
and painting arc estimable cultural 
annamentaria. 

In conclusion, Gutierrez weighs the 
sorrows and joys of the surgeon, re¬ 
counting the satisfaction he experiences 
at the saving of a life, 

M T. 


Ribbon Gut in Surgery 


T he efforts of the surgeon, how¬ 
ever skilfully exerted, may en¬ 
counter a serious hazard tlu-ough 
the tearing of tissues by suture material, 
especially when the tissues are fragile 
and nonresistant. An interesting suiwey 
of the use of ribbon gut in tbe past ten 
years at the New York Hospital to over¬ 
come this hazard is presented by 0. S. 
Lowsley,* who pioneered in the use of 
this material on the suggestion of W. P. 
Hidush, the noted surgical artist. 

According to LoWsley, ribbon gut not 
ouly eliminates tbe danger of cutting 
through the tissues, but in addition has 
the unusual i)ro]ierty of permitting fibro- 


•Surc., Ojiice. .4 Obstet. ^r:91, Julv, I94.r. 


blasts to grow between its fibers, so that 
as the gut is absorbed, the fibroblasts 
replace it completely. This was demon¬ 
strated by microscopic studies. Gut 
being an animal membrane, hundreds of 
specimens show that fibroblasts never 
fail to replace the ribbon gut—^which prr 
se is an important surgical development. 

Kibbon gut has been used at tbe New 
lork Hospital and elsewhere on a wide 
variety of organs with most satisfacton' 
results. In kidney wounds, botJi surgical 
and traumatic, in which it wa.s first em¬ 
ployed, ribbon gut finds ifspnost iopcaJ 
and effective field, owing to ll-'j ; of 
the renal substance. Lows’ 
neplirostomies perfor'**'' 
gut and fat method wit 
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bleeding, no complications whatever and 
prompt wound healing. The method also 
has been used successfully in horseshoe 
and double kidney, ruptured and tuber¬ 
culous kidneys. In the ligation of the 
renal pedicle after nephrectomy, ordi¬ 
nary suture matei-ial often cuts through 
the diseased vessels. In none of Lows- 
ley’s cases did the ribbon gut ligature 
cut through. He wai’ns, however, that 
caution is necessary to insure that the 
knot is tied tightly so it will not slip otf. 
He adds that a sizable rosette of tissue 
distal to the location of the ligature will 
help to keep the vessels intact. 

Riljbon gut has been used in total 
jierineal prostatectomy with excellent 
results and also for the operation de¬ 
vised by Lowsley for the relief of certain 
types of sexual impotence. In the latter, 
the dorsal veins of the penis are com¬ 
pressed by a ribbon gut suture and the 
ischiocavernosus muscles and the bulbo- 
cavernosus are plicated. The author 
states that the success of the operation 


apparently depends on the use of chromic 
ribbon gut which does not tear through 
the delicate muscles, as ordinary twisted 
catgut does. 

Repair of hernias, plication for the 
relief of urinary and fecal incontinence 
in the male, vaiious gynecologic condi¬ 
tions, rupture of the liver and spleen 
and ligation of a bronchus in lobectomy- 
all have been successfully accomplished 
by this method. 

Undoubtedly the introduction of rib¬ 
bon gut has been an important step for¬ 
ward in surgery. It is said to have 
manifold advantages over human fascia 
lata and preserwed ox fascia lata, and 
possesses a high safety factor of steril¬ 
ization by heat. In various types of 
operations coming under the author’s 
personal observation no material thus 
far encountered has surpassed or even 
equalled ribbon gut in efficiency and 
safety. 

A. L. Wolbarst 


IN MEMORIAM 

IRVIN ARTHUR WEICHBRODT, M.D., F.I.C.S.; F.A.C.S. 

The officers and members of the International College of Surgeons extend 
their condolences to the bereaved family of Dr. Irvin Arthur Weichbrodt, whose 
death occurred on May 4 in Seattle, Washington. He was horn in Seward, 
Nebraska in 1880. He was graduated in medicine from St. Louis University m 
1904. He served his internship in Josephine Hospital, pursuing his post¬ 
graduate studies at the New York Post Graduate Hospital and on the European 
continent, particularly in Vienna. Dr. Weichbrodt was a member of the Con¬ 
sulting Staff of King County Hospital, the Visiting Staff of Swedish Hospital 
and the Chief of Staff of Providence Hospital. He was attached to Seattle 
College as Lecturer in Gynecology and to the Civil Aeronautics Administration 
at Washington, D. C. as Medical Examiner. His affiliations included the 
American Medical Association, American College of Surgeons, Academy of 
Surgery, Washington State Medical Society and King County Medical Society. 
Dr. Weichbrodt won wide recognition throughout the Northwest as a diagnos¬ 
tician and surgeon. He was beloved by his patients and admired by his host 
of friends for his breadth of culture and depth of spiritual insight. The 
commnnity and the College mourn his loss. 



CHAPTER NEWS 


BOLIVIAN CHAPTER 

I T is with regret that we Iiave learned under whose leadersliip the chapter was 

of tlie illness of Dr. Enrique St. Loup formed. We hope that he will soon be 

B., President of the Bolivian Chapter restored to health, 
of the International College of Surgeons, 

CHINESE CHAPTER 

T he organization work of the Chi- of Surgeons, is keeping chapter members 
nese Chapter is progressing. Dr. informed of our activities by sending the 
J. Heng Liu, member of the Board Journal to China in microfilm form, 
of Trustees of the International College 

HONDURAN CHAPTER 

R. Henry D. Guilbert, Sccretai'y of Honduran Chapter holds monthly meet- 
the Honduran Chapter of the In- ings, at which time the members present 
ternational College of Surgeons, papers followed by discussions, 
has notified the Central Office that the 

HAITIAN CHAPTER 

E. C. VALME, Secretary of the 
Haitian Cliai)ter, announces that 
it held its annual meeting on 
Mar. 27-28. The transactions of the 
meeting will be published in the Journal 
at a later date. 

Dr. Louis Boy, P.I.C.S., of the Faculte 
cle Mcdecine of Ilaifi, has spent several 
weeks in the United States visiting clin¬ 
ics and sanatoria. He is Professor of 
Phthisiology at his ahna mater and a 
inomber of the Service d’Hygiene of 
Haiti and Chairman of the Anti-Tuber- 
cnlosis League, whose program is three¬ 
fold: (I) To construct sanatoria and 
dispensaries; (2) to give postgraduate 
training in this field to physicians and 
nurses; (3) to disseminate Imowledge of 
lirevcntion of tuberculosis and care of 
tuberculous patients among the common 
people. 




r)r. Louis Rot 
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first tuberculosis sanatorium in Haiti 


Dr. Koy is responsible for the con¬ 
struction of the first tuberculosis sana¬ 
torium in Haiti, erected from funds 
publicly subscribed to the Aiiti-Tubei'- 
culosis League. The importance of the 
task of wiping out this disease in Haiti, 
undertaken by Dr. Roy, may be realizerl 
when we remember that in Haiti, where 
a large iDercentage of the population is 
poor, tuberculosis is the leading cause 
of death. 


MEXICAN CHAPTER 

MEXICAN UNIVERSITY MISSION FETED IN CUBA 


/%T the invitation of the Faculty of 
AA Medicine of the University of 
Havana, Drs. Manuel A. Man- 
zanilla, P.T.C.S. (Elon.), International 
Vice-President of the International Col¬ 
lege of Surgeons, and Francisco Fon¬ 
seca Garcia, F.I.C.S. (Hon.), National 
Secretary of the Mexican Chapter of the 
College, of the Faculty of Medicine of 
the National University of Mexico, Avere 
cordially entertained. The object of the 
jnission was the furthering of cultural 
rapprochement and university exchange 
between the National University of Mex¬ 
ico and the University of Havana. 

The jMexican delegation Avas received 
by the Univer.sity of Havana dignitaries 
in a special session Avliere it ])resented a 
message from the sister National Uni¬ 
versity of Mexico. The meeting A\ms pre¬ 
sided over by Imivcrsity Rector, Dr. 
Rodolfo Mendez Penate, ATce-Rector, 
Dr. Rol)orto Agranionte, and the otlier 
deans of the nniversity faculty. The 
Faculty of Medicine also met in si)ccial 
session, iiresided ovei- l)y llie Dean. Dr. 
Angel Vieta Rarahona, to greet the 
Mexican colleagues, Avhich initiated and 
pres-ented various sciejitific lecfnre.s. 

Dr. Esteban Paulin. F.I.C.S., Terri¬ 
torial Reueiit ()f the Mexican Chapter »)f 


the International College of Surgeons, 
who accompanied the Mexican delega¬ 
tion to Havana to fulfil a cultural mis¬ 
sion from the government of the State of 
Queretaro, representative of the Civil 
College, at present incorporated in the 
National UnHersity of Mexico, partici¬ 
pated in all university activities. 

The Mexican university delegates pre¬ 
sented to the University of IlaAmna in 
special session a frateimal message from 
the National Univei’sity of Mexico, di¬ 
rected by the Rector, Dr. Rudulfo Brito 
Foucher, as Avell as personal messages 
from the Mexican unHersity deans to 
their Cuban colleagues, the first being 
that of Di'. Gustavo Argil, P.T.C.S. 
(IT.C.), Director of the Faculty of Medi¬ 
cine of the UniAmrsity of Mexico. Tbc 
Rector, Mendez Penate, deliAmi'ed the 
address of Avelcome in the name of tlie 
\"ice-Roctor and the A^nrious deans. He 
spoke gloAvingly of the importance ot 
the mission. 

At tJie Faculty of Afedicine, Da. 
Ernesto R. de Ai’agon, one of the dis¬ 
tinguished faculty members, introdiic.?d 
his IHexican colleagues as follow.s: 

“Tlie Faculty epcii.s its floors and regale.'- 
itself in fe.stal attire to receiA’e Avitli open arms 
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Delegation of the National Mcxieaii University amid reception coinnilttec of Cuban Surgeons 


the messengers of the 400-year old University 
of Mexico, who on a noble mission of fellow¬ 
ship bring us invaluable scientific knowledge 
and a prodigious wealth of experience. 

“Universities cannot limit their activities 
to purely scientific functions, which through 
their individual disciplines load to the so- 
called liberal arts careers, nor, as the ex¬ 
perience of the University of Havana shows, 
dedicate itself fully to research work with 
the aim of high scientific specialization. The 
universities today represent an advance in 
ideological movements; they are and ought to 
be an orienting factor, which, while pointing 
out cultural patlis, fix and determine the 
trajectory of peoples. 

“It is for this reason that the visit of the 
Mexican professors has a major importance 
and a more transcendental purpose than that 
of a simple visit of courtesy or one of cultural 
approach, and if, with this same ideology, the 
visit which in 1941 we made to the sister 
university with a worthy representation of 
our alma mater liad had no other result than 
the motivation for this outstanding repre¬ 
sentation of the Mexican University, we 
should feel amply repaid for our effort. 

“Rapprochement, understanding and ae- 
qnnintanceship among men of science, brings 
jieoples together more rapidly and efficiently 


tlian tiie most painstaking and subtle functions 
of professional diplomats, But when v.’e find 
scientific endeavor entwined with character, 
personal attraction, and when the mission to 
be fulfilled is felt so sincerely, the result is so 
much the greater. Such is, professors, the 
position of tliis brilliant embassy which our 
sister university, the National University of 
Mexico, sends us.” 

Dr. de Arag-oii then recited in glowing 
terms biographical data on Profs. Man- 
zanilla and Fonseca Garcia, and re¬ 
ferred also to Dr. Paulin, “who altliough 
at this moment neither a professor nor 
official representative of the National 
University of Mexico, comes to us »>■ an 
outstanding leader in his profesFiojj- Wo 
welcome tliem,” he concluded, only 
for their own intrinsic mentfv Er:t ?>— 
cause they are j\!cxicaii 

Later the Mexican delega*»'* *“•- 
ceived by the Academy of Jh’-- 

ical and Natural Scienc*'>- -o,' 
a special session pn-nid^d 
President, Prof. A 

tiony; by the Socm'V '■ j -—- 
special J^ession p 
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President, Prof. Alberto Inclan, P.I.C.S. 
(Hon.); by the National Association of 
University Professors, in a special ses¬ 
sion presided over by the President, 
Prof. Angel Perez Andre; etc. Finally 
the Faculty of Medicine tendered a re¬ 


ception of welcome at the National Hotel, 
and the University of Havana and Med¬ 
ical Association of (‘nba, under llie 
jjresidency of Prof. Alberto Baiiel, 
F.I.C.S., gave a farewell banquet in their 
honor at the Union Club. 


DR. BARAHONA OF THE UNIVERSITY OF CUBA VISITS MEXICO 


I N connection with the univei’sity ex¬ 
change between the National Uni¬ 
versity of Mexico and the University 
of Havana, Hr. Angel Vieta Baraliona, 
Dean of the Faculty of Medicine of the 
University of Havana visited the Na- 
Honal University of Mexico. This dis¬ 
tinguished colleague was received b}' the 


Faculty of Medicine of the National 
University of Mexico, after a reception 
b}’^ the Eector. Special sessions were 
called in his honor by the Mexican 
Academy of Surgery and the National 
Academy of Medicine. Dr. Barahona 
visited numerous scientific institulions 
and Mexican hos]iitals. 


PERUVIAN CHAPTER 


T he Journal announces with pleas¬ 
ure that Prof. Francisco Grana, 
First Vice-President of the Inter¬ 
national College of Surgeons, has noti¬ 
fied the central office of the College that 
through the loresentations of the Min¬ 
ister of Health of Peru the Peruvian 
President has approved a grant of $1000 
to be used toward publication of the 
Proceedings of the Fourth International 


Assembly of the International College 
of Surgeons, held in New York, Juno 
14-16, 1944. 

Dr. Grana writes: “I am very pleased 
to have been able to obtain this contribu¬ 
tion for College work, and at the same 
time I am exerting every possible effort 
toward the progress of the Peruvian 
Chapter. 


UNITED STATES CHAPTER 


M arked progress is being noted 
in the various Committee activi¬ 
ties connected with the forth¬ 
coming Ninth Annual Assembly of the 
United States Chapter of the Interna¬ 
tional College of Surgeons, which will 
be held in Philadelphia. Oct. 3-5, 1944, 
at the Benjamin Franklin Hotel, under 
the general chairmanship of Dr. J. 
Rudolph Jaeger. 

The chairman of the Program Com¬ 


mittee,' Dr. William Bates, reports that 
every effort is being made to make this 
assembly an especially educational and 
inspirational one. 

It is urged that those desiring to have 
exhibits at the assembly communicate 
immediately with Dr. John Moore, Chair¬ 
man of the Exhibit Committee, in ordei 
to assure that space will be resCrvcf 
for them. 





BOOK REVIEWS 


WMte Blood Cell3 Differential TaWes. T. R. Waugh. 
126 pp. D. Appleton-Ceutury Co., New York, 1943. 

U NDER certain circumstances a simple blood 
count is not sufBcient for the attending physi¬ 
cian. In the ordinary course of events the 
differential count is given in percentages which may 
be misleading, especially in diseasc-s in which relative 
increases or decreases occur in the minor members of 
the leukocytic series. Since our laboratory diagnostic 
services are continually striving for greater accuracy, 
it devolves upon the technician to interpolate the 
percentages into actual numbers, which is often a 
time-consuming and an error-introducing procedure. 
This little book by Dr. Waugh is simply a group of 
tables which allows this interpolation to be done 
quickly and accurately. It serves this purpose very 
admirably and is to be recommended as part of the 
library of every clinical laboratory. 

I. Neiman 

Surgery of Modern Warfare. In six parts. Edited 
by Hamilton Bailey. Part III, pp. 329-506, 312 
illus.; Part IV, pp. 507-716, 244 illua. E. S. Liv¬ 
ingstone, Edinburgh, 1944. (For rovieto of Parts 
I and II, see the Mar.-Apr., 1344, issue.) 

Part III 

P ART III of this oxcellent work edited by Hamil¬ 
ton Bailey contains sections oo Wounds of Blood 
Vessels, Methods of Immobillziag the Limbs, 
and Amputations. Blood-vessel wounds arc depicted 
outstandingly by the use of three-color illustrations. 
A description of tourniquets and tbeir application is 
accompanied by the appropriate illustration. It is 
pointed out that in surgery of vascular injuries of 
war, standard operative exposures of the classroom 
are dangerous and inadequate because missiles do not 
inflict their damage conveniently at “seats of elec¬ 
tion." In repairing arterial wounds, blood flow should 
be maintained where practicable. The use of heparin 
in vascular surgery —v—* t • • - 

cussed. The plaster 
use of Thomas’s spl 
Cramer wire are 
amputations are warned against. 

Part IV 

Part IV, which treats of Wounds of Bones and 
Joints, Wounds of the Head and Foot, Wounds of 
Tendons and Peripheral Nerve Injuries, Wounds and 
Injuries of the Spine and Wounds of the Head and 
Neck, contains a description of sequestrectomy and 
the methods of obliterating bone cavities. Excellent 
descriptions of surgical anatomy of joints of the 
upper extremities, the ankle and tars.al joints precede 
the treatment and management of wounds of these 
parts. A special chapter is devoted to infected 
wounds of the hand New principles of tendon suture 
are described. Operative treatment of war injuries 
of the spine and cord is introduced by the pathology 
and clinical picture. One chapter is given over to 


niuungcment of the bladder in spinal injuries. 
interesting description of the operative teclimc in 
wounds of the great vessels of the neck. The sub- 
editorship for medicine is admirably conducted by 
Mr. C. Allen Birch. The seventy-seven contributors 
to the work have added a brilliant array of practical 
teachings. They represent the various specialties. The 
profusion of illustrations, the convenient format and 
exceptionally flne printing, paper and binding con¬ 
tribute to round out a work which is welcome, well- 
presented and replete with information. It is warmly 
recommended. A brief but practical bibliography is 
found at the end of each chapter, 

M. T. 

Textbook of General Surgery. Warren H. Cole, 
M.D., F.A.C.8., Prof, and Head of the Dept, of 
Surgery, University of Illinois College of Medicine 
and Robert Elman, M.T)., Associate Prof, of Clin¬ 
ical Surgery, Washington University School of 
Medicine. Ed. 4. 1118 pp., 559 figs. D. Appleton- 
Century Co., New York, 1944. 

T he Pourtb Edition of this comprehensive text¬ 
book on general surgery has been brought up to 
date by the inclusion of a chapter on War and 
Catastrophic Surgery. Significant surgical advances 
are noted and additions have been made throughout 
the text to augment data previously presented on fluid 
and electrolyte balance, amino acid therapy, hypo- 
proteinemia, transfusions, chemotherapy and appendi¬ 
citis. The chapter on war wounds contains a brief 
discussion of preoperative factors, anesthesia, oper¬ 
ative treatment, convalescent care, thermal burns, 
simple fractures, compound fractures, amputations, as 
well as abdominal, cranial, craniocerebral, spinal cord, 
peripheral nerve and maxillo-facial injuries. Crush 
syndrome, blast injuries, war gases and war lesions 
of tho feet me adequately set forth. One might wish, 
however, that this chapter had contained at least a few 
illustrations. 

All in all, this edition, as its predecessors, is brimful 
of information and up-to-date material. It is unre¬ 
servedly recommended to students and surgeons alike, 

M. T. 

Vascular Responses in the Extremities of Man in 
Health and Disease. David I. Abramson, M.D., 
F.A.C.P. 412 pp., 59 figs. $5. University of Chi¬ 
cago Press, Chicago, 1914. 

T his comprehensive survey of peripheral vascular 
disease is introduced by an excellent section on 
the general anatomy and physiology of the 
peripheral blood vessels. Technics for study of 
peripheral circulation, responses of peripheral blood 
vessels to physiologic and pharmacologic agents, blood 
flow in abnormal states and in systemic diseases, dis¬ 
eases of arteries and arterioles and the veins, and 
evaluation of methods used in treating peripheral 
vascular dbease are the subjects treated in this 
pioneer work. Experiments were performed on human, 
rather than animal, subjects- Therefore, conclusions 
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reached are especially valuable. Extensive bibliog¬ 
raphies make this a valuable reference work, which 
should be brought to the attention of physiologists, 
internists, surgeons, dermatologists, physiotherapists 
and pharmacologists alike. 

JI. T. 

Arthroplastia del Codo. Oscar Busto. 134 pp., 39 
figs. Sebastian de Amorrortu e Hii'os, Buenos Aires, 
1943. 

T his compact, instructive volume on Arthroplaaty 
of the Elbow is thorough and readable. Three 
cliapters on the nature, etiopathology and diag¬ 
nosis of ankylosis introduce the theme. After care¬ 
fully defining and giving the history of arthroplasty, 
the author has stated his belief that animal experi¬ 
ments have been of little use in this field, since con¬ 
ditions analogous to those of humans cannot be 
created. The mechanism of the formation of nearthro¬ 
sis is described. Indications and contraindications for 
the operation are given at length, functional position 
and the condition of the patient playing an important 
role. Preoperative care and anesthesia are discussed, 
general anesthesia being recommended except in 
cases of tuberculous ankylosis, where local anesthesia 
is administered by the technic of Pinochietto. Routes 
of access, operative technics and postoperative care 
are treated in detail. A well-illustrated chapter on 
clinical observations concludes the text, which is 
accompanied by a copious bibliography, conveniently 
divided into Argentinian and foreign references. A 
large format and clear type make the book easy to 
read. It is well worth the attention of the surgeon 
who reads Spanish. 

IM. T. 

Pathology and Therapy of Rheumatic Fever. Leo¬ 
pold Lichtwitz, H.D., lately Chief of the Medical 
Division of the Montefiore Hospital, and Clinical 
Professor of Medicine, Columbia University. 211 
pp., 09 figs. .‘?4.75. Grune it Stratton, Hew York, 
1944. 

I X this interesting work by the late Prof. Leopold 
Lichtwitz, the multiple clinical features of rheu¬ 
matic fever are presented as a manifestation of 
.allergy. The similarity of rheumatic fever to serum 
sickness is stressed. The subject matter is well or¬ 
ganized, the illustrations and microphotographs inter¬ 
esting, and bibliography adequate. The chapter on 
treatment discusses the various therapeutic agents 
in use. 

Herbert Sachs 

Minor Surgery. Frederick Christopher, Associate 
Professor of .Surgery at Xorthwestern University 
Medical School. Ed. a. 1000 pp., 57.'! illus. $10. 
\V. B. Saunders Co., Philadelphia, 1944. 

T he fact (hat the book appears in its fifth 
edition Ivospcaks its popularity and warm recep¬ 
tion by the profession. 

Tiie opening aphorism of Maisonnet ipioted by the 
author is pertinent: "C’f.it par VOudr dc la petite 
el.iritraie qiie le ehtritraii n cnmte.riirr .son apprentis- 
’c." Of conrse. one imnnot speak of “.=111:111 .surgery” 
or “minor surgery” without qualifying the statement, 
.^nrgery is neither small nor minor. Small errors 
U'get idg conseiiiitnees. This revicner believes that, 
strictly speaking, there is no such thing as minor 
snrger'v. It has b-'.-n jn-tly renmrkeci by a visiting 
English s’lrgei.n th.it there are “minor -iirgeons,” hut 


never minor surgery. Yet the simpler forms of surgery 
are stepping stones to greater achievements aiuraic 
indispensable to the beginner. The author is to be 
commended on the statement that all minor surgery is 
potentially major surgery, a di.stiuetion betweeu the 
two often being impossible. 'With this premise before 
us, would it not be advantageous to change the term 
“minor surgery” to some such design.ation as “the 
simpler forms of surgery”? For undoubtedly the 
former often lulls the inexperienced into a perilous 
sense of false security, and on occasion he finds him¬ 
self rudely awakened by heartaches and disappoint¬ 
ments to the patient. The man in general practice, 
who of necessity is frequently called upon to take 
care of a variety' of surgical conditions, will find in 
this volume a great deal of information. In fact, this 
reviewer recommends this opus to every general prac¬ 
titioner because of its outstanding practical v.aluo 
and because he believes that no man has a right to 
practice medicine who is incompetent when confronted 
with problems requiring prompt surgical attention. 
Of course, one could pick out throughout the many 
pages of the book lesser points here and there wherein 
the writer differs, but such should never detract from 
the main value of a sincere effort. Such entities as 
the removal of foreign bodies, treatment of wounds 
and burns, injuries, infections, fractures and disloca¬ 
tions are all matters which concern the general prac¬ 
titioner, and in the chapters dealing with these he 
will find the greatest usefulness. Chapter 25 on the 
Surgical Intern is a happy inclusion in the work. The 
hospital resident will often refer with profit to this 
chapter and to the one on pre- .and postoperative care. 
The work is well and profusely illustrated. The bibli¬ 
ography inteispersed throughout the tc.xt is a distinct 
advantage, and the index augments the value of tlie 
work. 

Max Tlioi'ck 


Sulfonamide Therapy in Medical Practice. Fred¬ 
erick G. Smith, M.D., Editor of Philatlclplda Mrth- 
cine and the Medical TTorld. 368 pp. Xumcroii.s 
tables and charts. Philadelphia, F. A. Davis Co., 
1944. 

S ULFA therapy is the most important advance of 
chemotherapy in the last decade. An cnormon.s 
literature deals with the application of these 
drugs, their mode of action, their primary and sec¬ 
ondary effects and their limitations. Improved snitn 
preparations have been brought out successfully m 
recent years, requiring studies of their advantage-'' 
and their to.xieity. Every doctor should become 
familiar with the use of this therapy, supplementing 
his personal experience with the knowledge of the 
literature. Thus, the author of this monograiih ii 
satisfying an urgent need for a thorough in.struetion 
in the practical results of sulfa therapy. Furthorinori, 
the author analyzes and criticizes the current liter 
aturc in a careful and subtle manner, enabling ns t i 
recognize both the indications and dangers in the nsi 
of sulfa drugs. Part I of the volume gives gcneia 
information concerning the sulfonamides, i.c., thei 
pharmacology, dosage, method of application, tnxi^ 
reactions, and necessity for blood tests and urinaly-e - 
Part II deals with sulfonamide therapy in particii .i 
branches of medicine and in special diseases, i 
appendix contains a report on penicillin, the or ^ 
wliich in the future may supplant sulf.a therapy. 
author is to bo congratulated upon his outstain iiir-j 
c.xcellent work, which will be of especial value to ' 
medical profession. 


Otto Porges 
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B last is not a new phenomenon; 
previously it was known to com¬ 
paratively few, now it is on the 
lips and in the minds of all who treat 
the victims of total war. The principal 
reason for this is as foUmvs: 

In the 1914-18 war the terrific com¬ 
pression or rarefaction wave set up hy 
the detonation of high explosives usually 
spent itself in open country. In. the bomb¬ 
ing of towns such waves are created in 
str-eets and other confined spaces, and 
cause effects varying from general muti¬ 
lation to partial or even entire loss of 
clothing. Most of tiio oases of blast have 
come from bombed houses. If the victim 
is not killed outright the organs most 
frequently affected are the lungs. 

Blast should be divided into two great 
varieties: air-transmitted blast and 
water-traasmitted blast. Before entering 
into detail upon the hanefnl effects of 
these physical forces upon men and ani¬ 
mals, it is incumbent upon us fo have 
some elementary knowledge of the ex¬ 
plosive waves themselves. 

Air-transmitted blast waveshnvo three 
components: 

1. lUnss movement uf air or gas is 
tlie cause of the shattering effect in the 
immediate vicinity of the explosion 

(Pig. 1). 

2. The positive pressure wave travels 
at 5000 feet per second, the same speed 
as that of sound. The critical dist»*incG 
is aboiit 20'feet away from the center of 
the explosion. The fall in pressure is 

‘Presented at tlie Pourtti International Asseniblj 
of the International College of Surgeons, held In 
New York, .Tune, 3043. 



Fig. 3. Photograph (esposMTe sec.) of an 

explosion of a mixture of peutaue and air. (Professor 
G. I. Pinch) 

very rapid (Fig. 2). Thirty feet away 
from the e.yplosion the pressure is only 
15 lbs. per square inch. 

3. The negative suction wave. 

tVater-transmitted blast waves also 
have three components; 

1. Mass movement of water is, as one 
would expect, infinitely less than that of 
air. IVhat one would not e.xpeet, how¬ 
ever, is that even when close to a ter¬ 
rific explo.sion, siiattcring effects do not 
occur, 

2. The positive pressure leave travels 

at first at the same rate as it doe.s in air, 
viz. 5000 feet per second. However, f)jc 
rate of fall in pressure is much rlov.-'-r. 
consequently pressure effects will he lez- 
perienced at a much greater (ji.tmife 
from the explosion, '"h- .iti. '.,fhrtJiTva.~-v, 
is about 80 feet fr' M" ' .■ . 

touation, i.e., at ’ 

distant than an c 
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3. The reflection luave. Wlien the 
positive pressure wave from a depth 
reaches the surface, it is not transmitted 
to the air. It is reflected just as a beam 
of light is reflected from a flat mirror. 



FEET 

Fig. 2. The curve of blast air pressure. (A. E. P. 

Handbook, No. 5) 

ANIMAL EXPERIMENTS 

Zuckermaii carried out experiments in 
which he exposed various animals to 
blast. The experiments were so ar¬ 
ranged that the animals did not sustain 
external injury, and there was no ques¬ 
tion of iienetrating wounds. The out¬ 
standing pathologic lesion was bilateral 
traumatic hemorrhage in the lungs (Fig. 
3), and when blast had been sufficient to 
kill the animal, blood was found in the 
bronchial tree. Zuckerman concluded 
that blast bruises the lungs bj^ its impact 
upon the body wall as opposed to its 
effects upon the air in the bronchial tree. 

Cameron, Short and Wakeley carried 
out a series of experiments with goats 
and other animals, subjecting them to 
water-transmitted blast. The outstand¬ 
ing pathologic findings, as in the case 
of air-transmitted blast were found in 
the lungs. The abdominal viscera suf¬ 
fered also in a high proportion of cases. 
One of the most frequent lesions to be 
found was subperitoneal and submucous 
hemorrhages in the walls of tlie hollow 



Pig. .3. Severe liemorrliage in right lung of a rabbi! 
which had been exposed to blast from the explosion 
of o.xygen and hydrogen in a balloon. The animal was 
placed so elose to the explosion that the right side 
shielded the other. (S. Zuckerman) 

viscera. Intra-abdominal organs were 
occasional!)^ found to be ruptured. 


NECROPSY FINDINGS 

Death may result from the effects of 
blast on the lungs, heart, abdominal vis- 




Pig. 4. The principal lesions found at necropsy m 
blast injuries of the lungs. (After Shaw Dunn) 


cera, medulla or from air embolism oi 
from a combination of these factors. 

Lnngs. Everywhere on the pleural 
surfaces there are many small, fresh 
hemorrhages. The trachea and bronchi 
show numerous petechial heraorrliages, 
and there is some blood on the surface of 
the mucous membrane. The cut surface 
of the lung is most striking; there are 
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bright red points of hemorrhage to he 
seen everywhere. Professor Sharv Dunn 
states that these hemorrhagic spots, 
which vary in size from a pin’s' head 
to a finger nail, are due to inhaled blood 
and are therefore secondary phenomena. 
The primary lesions are shown in Pig. 4. 
The damage to the lungs is more severe 
in younger subjects because of their com¬ 
paratively elastic thoracic walls. 

Histology. The characteristic findings 
are: (a) an extensive outpouring of 
erythrocytes, sometimes accompanied by 
fibrin formation and a deposit of blood 
pigment; (b) rupture of elastic tissue 
and capillaries; (c) evidences of sec¬ 
ondary infection ■with streptococci (bron¬ 
cho-pneumonia). 

Abdomen. Multiple hemorrhages into 
the gut wall, both subperitoneal and sub¬ 
mucous, are often present. Eupture of 
one or more of the viscera is occasion¬ 
ally found. 

CLINICAL FEATURES 

EFFECT OF BLAST UPON THE LUNGS 

It is often difficult to assess the rela¬ 



Fig C. About thirty hours after injury. Heavy 
mottling of left lung field; less on right. (O’Reilly 
and Gloync) 


tive importance of blast on the lungs 
since blast injuries are often multiple 
and may be combined with the effects of 
nitrous fumes and with splinter injuries. 

Shock. There is a rapid development 
of severe shock. 

Dyspnea is a constant feature, particu¬ 
larly extreme expiratory dyspnea. 



Fig. 5. Patient after blast injury. Note fullness of 
lower part of the chest. (B. S. Allison) 

Cyanosis. Usually the patient is pallid 
but somewhat cyanosed. Occasionally 
cyanosis is striking, and in cases where 
recovery has followed it tends to dis¬ 
appear after twenty-four hours. The 
picture may be confused by the admin¬ 
istration of snlphapyridine. 

Pain in the chest is not unusual. 
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Cough is at first unproductive, later 
sputum, often blood-stained, is brouglit 
up. Eai’ly hemoptysis is sometimes a 
leading sign which simplifies the diag¬ 
nosis. 

Physical signs. That blast injury to 
the lungs is present should be suspected 
when there are diminished movements of 
the diaphragm, fulness of the chest giv¬ 
ing it an emiDhysematous appearance, 
and impairment of resonance at one or 
both bases. It is usual to find the lower 
chest ballooned, especially in the region 
of the lower costal margin (Pig. 5). 

Signs of patchy consolidation, accom- 
luinied by pyrexia, often develop within 
twelve to twenty-four houi-s. 

The effects of blast are much more 
disastrous in patients with lungs already 
diseased. 

Padiologic findings. The most typical 
■;,sign is heavy mottling scattered over 
/large areas of the lung fields (Figs. 6 
and 7). The most common finding, fre¬ 
quently bilateral, is a fuzzy linear zone 
of increased density situated just abox-e 
the diaphragm (Gates). 

C. C. and M. T. Macklin have observed 
that in a few cases air can be demon¬ 
strated in the mediastinum radio- 
logically. This extravasation of air must 
be due to coughing xvhen a rujDture of an 
alveolus is ju'oseiit. It miglit be relieved 
by needling. 

THE ETEECTS OK BLAST OX THE ABDOMEX 

Too little attention has been paid to 
the efi'ects of blast upon the al)donien as 
oiijiosed to the thorax. It is probable 
that in most cases damage to the intes¬ 
tines similar to that of the lungs, but on 
a minor scale, occurs: malena has been 
7 ioticed in many of these cases, especially 
those of water-transmitted blast. It 
should be noted particularly that intra¬ 
abdominal injury—with intestinal per¬ 
foration of the small intestine as well 
as the larvt* intestine—has occurred in 


cases of water-transmitted blast suffi¬ 
ciently often to warrant its very serious 
consideration. 

Pain in the abdomen is often an im¬ 
portant feature, but difficulties sur¬ 
rounding the diagnosis are considerable. 
It is true that laparotomy has been ])er- 
formed with negative findings on several 
occasions. It is also true that numbers 
of iDatients xvith “blast abdomen” have 
recovered without surgical intervention. 
Nevertheless, a subparietal rupture has 
been revealed by timely operation suffi¬ 
ciently often to prompt the surgeon 
when in doubt to “look and see”—under 
local anesthesia. There is one practical 
point to which attention is drawji. In all 
cases of blast, if facilities exist, a radio- 
gra]Dh will be taken of the thorax. At the 
same time the abdomen should bo x-rayed. 
Gas beneath the diaphragm is a clear in¬ 
dication of the necessity for laparotomy. 
On the other hand the absence of gas in 
the peritoneum should not in any way 
bias the surgeon’s judgment, 

THE EFFECT OF BLAST UPOX THE CEXTRAL 
XEBVOUS SYSTEM AXD OKGAXS OF 
SPECI.4L SEXSE 

It is not to be wondered at that the 
central nervous system suffers severely, 
and lesions, ranging from mental aber¬ 
ration to weakness of the limbs or tem¬ 
porary paj-esis, are commonplace. After 
iieing subjected to blast, even animals 
siiowed signs of their ordeal. Cows ceased 
to eat and had to bo slaughtei'ed; a drax 
horse sufl’ered from mild paralysis, bab¬ 
bits hopjmd aimlessly, and could be 
])icked up by hand (Buxton). 

Rnj)tured ear-drums ai'c almost the 
rule. Some of the patients develop juiru- 
lent otoi’rhea. Hemorrhag'e into the an¬ 
terior chamber is a common ocular le.siou. 

PP.EVE-XTATIX’E ,MEASUP.es AXD FIP-'^T .Xm 

On hind. If adctpiate cover is not ax’ail- 
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able, the effects of blast can be minimized 
by lying down flat upon the ground. In 
oases of asphyxia due to blast, Schafer’s 
method of artificial respiration is contra¬ 
indicated. 

In ivater. When the trunk is protected 
by a life jacket made of kapok or other 
buoyant material, there is ample evi¬ 
dence that some protection is afforded 
from the effects of water-transmitted 
blast. In the absence of such protection, 
swimming on the back renders the sub¬ 
ject less liable to internal injuries. 

MANAGEMENT AND TEEATMENT 

The treatment of blast belongs to the 
resuscitation department, and unless the 
surgeon is absolutely compelled, the pa¬ 
tient should not be taken to the operating 
theater until the condition has been 
remedied. There is no need to bo in 
trepidation in administering an ade¬ 
quate dose of morphia to patients suffer¬ 
ing from blast injury to the lungs. It is 
obvious that if a patient is seriously 
shocked, priority will be given to the 
treatment of the shook. In this connec¬ 
tion a very important point has been 
emphasized by Williams. The clinical 
and pathologic pictures of blast lesions 
of the lungs closely resemble those of 
acute pulmonary edema. It behooves us, 
therefore, to avoid overloading the circu¬ 
lation with extra fluid, a real danger 
when we are so anxious to combat shock. 
One of the chief principles of treatment 
of blast injury is to immobolize the pa¬ 
tient and disturb him as little as possible 
for a period of several days. 

Oxygen, administered preferably by a 
B.L.B. mask, should be the rule. If the 
mask is obnoxious to the patient, it 
should not be persisted with; a nasal 
catheter, preferably retained with Tudor 
Edwards’ spectacle frame, should he sub¬ 
stituted. Oxygen therapy produces strik¬ 
ing and lasting results in comparatively 
mild cases. 


In cyanotic patients with much dyspnea 
venesection has been recommended. This 
measure should never be performed in 
these cases without the approbation of a 
consulting physician. Sulphapyridine 
has been given prophylactically, in doses 
of two tablets four-hourly, but this ap¬ 
peared to have little effect in preventing 
the development of pneumonia. 

It is essential that the anesthetist 
should hear in mind the possibility of 
blast before he anesthetizes the patient 
for an operation elsetvhere in the body. 
If a patient suffering from blast must be 
operated on, local or intravenous anes¬ 
thesia should be employed. 

In patients suffering from the effects 
of blast upon the central nervous system 
the first consideration in treatment is 
absolute rest. In addition, magnesium 
sulphate per rectum has proved of value, 
and in a few cases 40 co. of a 15 per cent 
solution of hypertonic saline, given in¬ 
travenously, has been praised by some 
observers. 


SUMMABT 

The various aspects of blast (air- 
transmitted’ blast and water-transmitted 
blast) are fully discussed. The effect of 
blast on the lungs, abdomen and central 
nervous system are described. Animal 
experimentation has revealed that the 
outstanding pathologic lesion is bilateral 
traumatic lung hemorrhage. Preventive 
measures and first aid treatment are 
described; oxygen therapy is recom¬ 
mended in treatment of blast. 
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SUIMABIO 


Los varies aspectos de explosiones 
transmitidas por aire o por agua son 
ampliamente diseutidas. El efeeto de 
explosiones sobre los pulmones, el ab¬ 
domen y el sisteraa nervioso centi'al son 
descritos. 

Experimentos en animales revelan que 
la lesion patalogica mas prominente es 
bemorragia pulmonar bilateral. Medidas 
profilacticas y tratamiento de primeros 
auxilios son enumerados. El uso tera- 
peutico del oxigeno es recomendado en 
el tratamiento de explosiones. 


RESUME 

Les differents aspects des explosions, 
qu’elles soient transmises par I’air on 
par I’eau, sont discutes a fond. L’auteur 
decrit les lesions pulmonaires ab- 
dominales et iierveuses (centrales et 
peripheriques) provoquees par les ex¬ 
plosions. L’experimentation sur les ani- 
maux nous ont revele que la lesion 
patbologique predominante est I’heraor- 
rbagie bilaterale traumatique pulino- 
naire. Les mesures preventives et les 
soins preliminaires sont deerits. L’emploi 
de I’oxygene est recommande dans les 
cas de sinistres par gas explosifs, 

Bhboah 

3(^(JeKT BsptiBa B BosAyxe a ® 
BcecTopoHHC odeywACH. TaKJKC onneaH 
3(|)^)eKT BspBiBa na nerKne, dpiomHyio no- 
nocTB n ueHxpajiHyio nepBHyio cnciewy, 

OnBITBI C IKUBOTHBIMH IIOKaSBIBaiOT ilTO 
rjiaBiiBiM naTO.aorH’iecKiiM noEpesKAenneii 
aBBAaexca odoexopoHHoe xpaBMaxn^ecKoe 
AeroHHoe KpoBonsunanne. OnneanH npefl- 
xpaHnxejiBHHe MepH n nepBaa noMomt. 

B AeaeHHH KiicJiopoA oaenB peKOMCHAyeT' 
ca. 


NEWS ITEMS 


Among the activities planned for the Ninth 
Annual Assembly are a tour of hospitals and 
attendance at Clinics under the direction of 
Dr. Leonard D. Frescoln of Philadelphia, and 
participation by more than fifty prominent 
surgeons and others engaged in the work of 
rehabilitation and occxipational therapy who 
will present twenty-minute papers during the 
morning and afternoon sessions. 

Among some of the special features to be 
shown are a new exhibit on War Activities 
by the American Eed Cross and the original 
paintings “The Seven Ages of the Physician” 
through the courtesy of the Ciba Pharma¬ 
ceutical Products, Inc. and “Pioneers of 
Medicine" through the courtesy of Wyeth, In- 
corporated. 

Dr. Morris Fishbein will be the principal 


speaker at the Convocation exercises of the 
United States Chapter of the International 
College of Surgeons to be held on October 4 
when one of the largest classes in the historj 
of the College will be accepted into Fellow¬ 
ship and Membership. Dr. Rudolph Jaeger, 
formerly' of Denver, Colorado and now in 
charge of Neurosurgery at Jefferson Hos¬ 
pital, Philadelphia, will be inducted into office 
as the new president of the United States 
Chapter. 

Tlie new president of the Cuban Societj 
of Otolar.vngology for 1944-194.5 is Dr. Pedro 
Hernandez Gonzalo. 

Dr. Alberto Inclan, F.I.C.S., ha.s been 
elected president of the Cuban Socictj o 
Ortl)opedie.s and Traumatology for 1944- -t. 

(■Continued on page 


Administrative Procedures in the Handling of the 
Discharge of Disabled Service Men* 

COL. LEWIS SANDERS, FIELD ARTILLERY CHIEF, 
REEMPLOYMENT DIVISION 
WASHINGTON, D.C. 


T H !<! administrative procedures 
herein described have as their ob¬ 
jective the reintegration into civil 
life of the members of the Armed Forces 
upon completion of their service to the 
Nation. The objective is paramount. 
The procedures and forms are a mere 
tool for the accomplishment of this ob¬ 
jective, and in all cases the tools have 
been subordinated to the human element 
involved. 

Every effort is made to handle each 
man as an individual and to make him 
feel that he is considered and treated 
as an independent person, having his 
own individual problems, and that he is 
not merely one of a mass being subjected 
to a rigid routine, to whose requirements 
the problems of the individual are 
subordinated. 

1. There are a number of admin¬ 
istrative agencies participating in the 
discharge and rehabilitation and reem¬ 
ployment of the disabled or handicapped 
service men. Each of these agencies has 
a specific function. This paper is pre¬ 
sented from the viewpoint of the Ee- 
employment Division of the Selective 
Service System of the War Manpower 
Commission. 

2. The Eeemployment Division was 
created under Section 8 of the Selective 
Training and Service Act of 1940, and 
amendments, and is specifically charged 
by law with providing jobs either through 
reinstatement in old positions or finding 


•Presented at the Fourth International Assemblj 
of the International College of Surgeons, held in 
New York, June, 1943. 


new jobs for all ex-service men upon the 
eompletion of satisfactory service. It is 
authorized to utilize the facilities of all 
other government divisions, or to create 
such facilities as may be needed to carry 
out the obligation assumed by the gov¬ 
ernment to the service man. For the 
creation of specific services, it would, of 
course, require specific appropriations 
from Congress, in addition to the gen¬ 
eral obligation imposed upon it. This 
division operates primarily through 
planning, liaison and coordination, and 
it seeks to utilize to the full and in addi¬ 
tion build up and strengthen those gov¬ 
ernment agencies already created to 
perform specific services for the veteran. 

Within the War Manpower Commis¬ 
sion it works in very close cooperation 
with the E. S. Employment Service and 
the Veterans’ Placement Service affili¬ 
ated with it, as the primary means of 
placing the veterans in jobs, and it sup¬ 
plements this with volunteer committees 
to cover those phases of employment 
which experience has proved cannot be 
covered by any employment service, no 
matter how well and efficiently organ¬ 
ized, nor how heavily financed. But the 
Employment Service is still the primary 
means of placement, and all placements 
are coordinated with them. 

3. The various agencies concerned in 
administrative procedures in the dis¬ 
charge and rehabilitation of the veteran 
are as follows: (For the sake of sim¬ 
plicity we will confine the description of 
the military end to the Army, as the 
Navy, Marine C- 1 Cc Tnard 
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set-up follows tills functionally, but tbe 
different nomenclature of similar depart¬ 
ments would merely tend to confuse tbe 
picture): 

(a) The TFur Department (Simi¬ 
larly, Navy, Coast Guard and Marine 
Corps), in which the following sub¬ 
divisions participate in the adminis¬ 
tration of demobilization: 

(i) The G-1, or Personnel Sec¬ 
tion, which is the manpower pro¬ 
curement and assignment section of 
the Army, and which handles mat¬ 
ters of policy in regard to assign¬ 
ment and discharge of personnel. 

(ii) The Surgeon General’s Office, 
which passes upon and compiles the 
records of physical condition and 
disability. 

(iii) The Adjutant General’s Of¬ 
fice, which is the office of record, 

.-'.through which pass the records of 
every man and officer in the sendee; 
which office also prepares all orders 
carrying into effect policies ap¬ 
proved bv the G-1 section of the 
Staff. 

(iv) The Insurance Section of the 
Adjutant General’s Office, through 
which is handled all of the seiwice 
man's war risk insurance, premium 
deductions, etc.* 

(v) The Finance Section, dealing 
with final pay. 

(vi) Quartermaster Corps, deal¬ 
ing with clothing, etc. 

(vii) Ordnance Department, deal¬ 
ing with weapons, cartridge belts, 
etc. 

(bl The Veterans’ Administration, 
whicli receives as ultimate custodian 
tlie records of the medical examination 
of the service man on entrance to and 
lii'ch.arge from the service, and who 



handle all claims for pensions for 
partial or total disabilities, provide 
permanent hospitalization for those 
requiring it, and prosthetic appliances 
for those needing them. (The latter 
are generally supplied to the men 
while in the military hospitals upon 
requisition from the latter.) 

The Veterans’ Administration by re¬ 
cent legislation has also been charged 
with the vocational rehabilitation of ser¬ 
vice men, for which purpose it is author¬ 
ized to utilize on a reimbursement basis 
State and private agencies. 

(c) The Veterans’ Placement Ser¬ 
vice. 

(i) A section of the U, S. Emifioy- 
ment Service, set up to deal espe¬ 
cially with the employment of vet¬ 
erans. 

(ii) The U. S. Employment Ser¬ 
vice, with which the Veterans’ Place¬ 
ment Service operates. This is a 
National employment service, oper¬ 
ated by the United States Govern¬ 
ment for the benefit of all civilians 
and veterans alike in obtaining em- 
ploAunent. It maintains 1500 affili¬ 
ated offices and some 3000 visiting 
offices, with a total personnel of 
about 25,000, and it, in conjunction 
with the Veterans’ Placement Ser¬ 
vice, will constitute tlie permanent 
job-finding agency of the country 
after all the machinery set up espe¬ 
cially to assist during the war effort 
and the readjustment to peace has 
been closed up. 

(d) The Vocational Rehabilitation 
Services maintained by the various 
States, under the jurisdiction of their 
Department of Education and financed 
through funds of the Federal Govern¬ 
ment. provided through the Federal 
Security Administration. Until the 
passage of the recent act, this was the 
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only agency we had available for voca¬ 
tional rehabilitation.* 

(e) American Red Gross —whose 
function is the ofBcial investigating 
agency of the Armed Services in ques¬ 
tions involving the fanuly of the ser¬ 
vice man, as to hardship oases, etc., 
and which also provides financial as¬ 
sistance for those oases not provided 
for by law. 

(f) The Reemployment Division of 
the Selective Service System of the 
War Manpower Commission is 
charged with the general responsibility 
for seeing that the service man is 
properly reintegrated into civil life. 

4. The administrative principle gov¬ 
erning the operations of the Ecemploy- 
ment Division is to utilize to the full the 
services of all the agencies listed in the 
preceding paragraph, and to support 
and assist them in every way. The Reem¬ 
ployment Division creates only such ad¬ 
ditional placement and administrative 
machinery as is found necessary to sup¬ 
plement the work of the established agen¬ 
cies, and all of such work conducted by 
the Eeemployment Division is done by 
volunteers, in close cooperation with the 
established government agencies. Ad¬ 
ministratively the National Headquar¬ 
ters of the Eeemployment Division 
confines itself, as closely as possible, to 
planning, coordination, liaison and in¬ 
spection, and reduces operations to the 
absolute minimum possible. 

5. From the human equation stand¬ 
point, each man is handled as an indi¬ 
vidual, and every effort is made to make 
him feel that his interests are handled by 
people who are concerned with him per¬ 
sonally, and not with a mere serial num- 

•Note; ‘Educational facilities aie being piOTided 
through the Education Council, and Vocational 
Training, as distinguished from Vocational SehabUi- 
tatu>n, is also provided through State Services, but 
these facilities are not involved m the administrative 
procedures of discharge. 


her or ease. For this purpose there 
been appointed Eeemployment Coi 
teemen affiliated with each local 1 
of the United States. Their pri 
function is to act as employment ad 
and counsellor to the returned se 
man, and as his liaison agent and fo 
up man with all the established go 
ment agencies whose service ma 
needed by the veteran. The Eeem 
ment Committeeman operates in 
closest cooperation with the local 
Employment Office, and particu 
with the Veterans’ Placement E 
sentative. He receives the notice o 
man’s discharge and other records 
delivers them to the proper agenc; 
handling the interests of the service 

6. There is in process of organiz; 
a series of Clearing House Commii 
of which the National Committee 
already been formed. The State i 
mittees will probably be formed di 
June, and the To^vn and Village ( 
mittees in July or August. These C 
ing House Committees consist of n 
sentatives of essentially all orgai 
civic bodies in the community. H 
task is to apportion to the proper 
body the handling of any particular 
arising in connection with the vel 
and his interests. They are also espi 
to organize community responsibUit 
the reintegration into civil life ol 
service man, and to apportion the 
equitably among all parts of the 
munity, so that each member shaU c 
his or her share of the load and not 
it concentrated on a minority of 
erous-spirited people. 

7. The administrative procedure 
lowed in the discharge of a man—an 
will follow primarily the hospital 
charge as being of direct interest to 1 
attending this meeting—starts witl 
policy set up by the General Staff o 
Army as to reclaiming handicapped 
for limited service within the A 
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■vrliicli policy affords the guide to the 
medical authorities and the discharging 
authorities. 

We are concerned primarily -with the 
discharges from hospitals, of which there 
are approximately 309, both Army and 
Navy, in the Continental United States. 
These are the hospitals having over 250 
beds, 90 of which are general hospitals. 
Minor details vary in hospitals accord¬ 
ing to their physical facilities, as for 
example, in one of our major hospitals 
a convalescent department in separate 
buildings has been established, and all 
ambulatory cases are immediately evacu¬ 
ated from the main hospital as soon as 
they reach this state and transferred to 
the convalescent section, in which case 
all of the procedures outlined are con¬ 
ducted in the convalescent section. In 
other hospitals there is no segregation, 
and the work has to he done in the 

gular wards. 

8. As soon as the medical authorities 
have tentatively decided that a man will 
he discharged from the service under 
what is Inio^vn as a C.D.D. discharge, or 
physical disability discharge, the Eed 
Cross director stationed at that hospital 
will he notified. The Eed Cross will give 
to the patient a form letter advising 
him of the various facilities provided for 
his use by the United States Government, 
and will discuss with him any matters in 
that connection which he wishes. This is 
a preparatory step to an interview with 
the patient by a representative of the 
Veterans’ Placement Service, so that the 
service man will be adequately informed 
of the purpose of the interview and be 
able to get the greatest benefit from it. 

9. The Veterans’ Placement Service 
is now in process of training men espe¬ 
cially as interviewers for service in the 
various hospitals, and has already in- 
ainrurated this service in the naval hos- 
jiitals with gratifying results, and will 
probably have it already installed in a 


number of the army hospitals by the 
time this paper is presented at your 
meeting. 

The purpose of the interview is: 

(a) To acquaint the service man 
with the job opportunities open to him, 
based on his previous experience ancl 
his now-existing physical handicaps— 
if there are any that interfere with 
his industrial emplo 5 unent; 

(b) To ascertain his preferences as 
to locality and type of job; 

(c) To give him the best vocational 
guidance possible; 

(d) In case he is in need of voca¬ 
tional rehabilitation or training, or in 
need of ordinary job training, to make 
the arrangements with the proper gov¬ 
ernment agency for providing the re¬ 
habilitation or training. 

The Veterans’ Placement man will 
make the necessary records of the ser¬ 
vice man’s educational and occupational 
history, both preservice and service, so 
as to provide an adequate groundwork 
for the employment offices in locating 
him in a particular job or directing him 
to the proper line of training. This in¬ 
formation is forwarded to the employ¬ 
ment office at the locality to which the 
man intends to proceed upon his dis¬ 
charge from the hospital. 

This is advance information based on 
the probability of the man’s discharge, 
so that such groundwork as is practicable 
can be laid for either his vocational 
training or direct entrance into a job as 
is possible before actual discharge. Obvi¬ 
ously some of the men marked for dis¬ 
charge will not be discharged at the time 
indicated, and their cases may take other 
courses than anticipated. In these cases, 
action will merely be suspended until dis¬ 
charge is actually accomplislied. 

10. The official administrative pro- 
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oedures start with the actual process of 
discharge. At the present writing, these 
consist of the following; 

(a) Bringing the man’s service 
record up to date. 

(h) Clearing his accountahility for 
property and making final pay. (Items 
with which we are not interested in 
the procedures under discussion.) 

(c) The medical certificate giving 
complete physical examination. (This 
is permanently filed with the Veterans’ 
Administration, together rvith the cer¬ 
tificate of original physical examina¬ 
tion on entering into the Armed Ser¬ 
vice, so that they shall have in their 
possession all the data necessary to 
determine the question of service- 
connected disabilities should claims 
for this arise subsequent to discharge.) 

A Form 130, prepared by the Beem- 
ployment Division of Selective Service, 
giving the family and educational back¬ 
ground and occupational experience of 
the man. This is transmitted to the 
Eeemployment Division at Washington. 
The details of handling this will be cov¬ 
ered in the following paragraph. 

(d) Instructing each man in writing 
to report immediately to his local 
Selective Service board the fact of 
discharge. 

(e) Notifying State Director of 

Selective Service concerned of the fact 
and type of discharge, together rvith 
the name and place of residence of the : 
enlisted man. , 

(f) Furnishing the nearest repre- s 

sentative of the United States F—ti~—- > 

meat Service with the followirril.'nr': 
name, civilian occupation. r“5i.~"r.-' 
place and date of prosTiemftr '• 

(g) Processing Fom; v: ' ’ 


167, Eeport of Separation, to Adjutant 
General’s Office. 

(h) Service of Form 130, as re¬ 
ferred to above; Eeporting to National 
Headquarters, Selective Service, un¬ 
der authority of SOS, Office Surgeon 
General, Cir. Letter 97 in case of cer¬ 
tificate of disability discharge. 

(i) Forwarding AGO 20 Card, Sol¬ 
dier’s Qualification Card, to the Ad¬ 
jutant General’s Office. 

(j) Discharge papers, including 
basic army records, such as service 
record, processed to the Office of 
Eecord. 

(k) In case of certificate of disabil¬ 
ity discharge, the Veterans’ Admin¬ 
istration, as referred to above, receives 
the following from the discharging 
authority, under provisions of "WD cir. 
4, WD 1943: 

1. Photostat of the original re¬ 
port of physical examination on 
entrance into service and the orig¬ 
inal clinical records. 

2. Copy of ODD, AGO Form 40, 
containing medical diagnosis and 
physical limitations. 

3. Statement of the type of dis¬ 
charge. 

4. Application for jicii.sioii in line 
of duty oases, or irrcsperlivo of line 
of duty, if upon roqne.st of dis¬ 
charged man. 
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ecs 

The form is in duplicate, the medical 
diagnosis appearing on only one of the 
copies. From the medical diagnosis, a 
brief statement is prepared, giving the 
man’s limitations in the matter of em¬ 
ployment, as, for example, 

“Must have job that does not require 
much standing” 

“Cannot do heavy lifting” 

‘Must have noncompetitive job in quiet 
surroundings.” 

This statement of employment limita¬ 
tions, together with the copy of the Form 
130, is foi’warded through the State 
Director of Selective Service to the 
Local Board of the area to which the 
man is returning, where it is delivered 
to the Eeemplojunent Committeeman. 
Oiuginall}^, Washington headquarters 
also simultaneously notified the follow- 
. ng agencies in the locality to which the 
■'man was proceeding of his probable 
arrival: 

(a) Veterans’ Placement Section, 
U. S. Emplojanent Seiwice. 

(b) Veterans’ Administration. 

(c) Vocational Kehabilitation. 

(d) American Eed Cross. 

The reemployment committeeman 
cstablislies contact with all of these 
agencies and works in liaison with them. 
Keturn postal card notices were sent to 
each agency on eacli case as part of the 
original communication, so that they 
could notify this headquarters of the ar¬ 
rival or nonarrival of the man by merely 
checking the card and putting their office 
stamp on it- (This procedure had to be 
discontinued for lack of clerical help in 
Washington, and instead reliance is 
placed on the reemployment committee¬ 
man maintainimr contact and following 
up cases where tlie man had not reported 


to one of the agencies within a reason¬ 
able period.) 

The rehabilitation to date has been 
handled through the vocational rehabili¬ 
tation agencies of the various states. 
Eecent legislation having placed the re¬ 
sponsibility for this in the hands of the 
Veterans’ Administration, they are now 
in process of developing their plans for 
providing for the vocational rehabilita¬ 
tion and training of those service men 
needing it. It is the hope of the writer 
that they will build on the existing state 
systems, developing and improving these 
Avhere necessaiy, rather than starting 
from scratch and losing the benefit of 
the experience gained by these agencies 
over many years of operation in indus- 
ti’ial vocational rehabilitation. 

Job placements are done primarily 
through the Veterans’ Placement Sec¬ 
tion of the U. S. Employment Service. 
This is supplemented wherever needed 
by efforts of the reemployment com¬ 
mitteeman, who limits himself to seek¬ 
ing jobs for those that the government 
employment service has been unable to 
place. 

Any claims against the government 
for disabilities that have not been proc¬ 
essed before the man’s discharge are 
liandled directly by the local Veterans’ 
Administration representative, the reem- 
idoyment committeeman merely seeing 
that the service man gets in touch 'with 
the proper official. Similar procedures 
are used where the service of the Eed 
Cross is needed to relieve distress either 
of the man or of his family, the reem¬ 
ployment committeeman concentrating 
on insuring that the service man gets in 
contact with the proper agency wliose 
sendees he needs. In the case of rein¬ 
statement in a former job, in tlie event 
the veteran desires assistance tliis work 
is done directly by the reemploj'ment 
committeeman. If any problems arise 
that he finds himself unable to settle 
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directly, they are taken up either with 
the State Keemployment OfBcer, operat¬ 
ing under the State Director of Selective 
Service, or with the Eeemployment Divi¬ 
sion in Washington, depending on the 
particular condition, there being no red 
tape rule as to which procedure shall be 
followed—the most effective and quick¬ 
est action determining the method used. 

12. There is now in preparation a new 
form, being jointly worked out between 
the Adjutant General’s Office of the 
Army and the Eeemployment Division 
of Selective Service in cooperation with 
other Division of Selective Service inter¬ 
ested in different phases of a man’s 
record on his return to civil life. The 
new form, which will take the place of 
from nine to eleven of the forms and 
letters previously made out, rvill actu¬ 
ally out the paper work of the Army in 
connection with the discharge of a sol¬ 
dier probably as much as 50 per cent, 
and will also insure better records and 
reduce errors. 

This record, in addition to the basic 
data such as the man’s name. Army 
serial number, etc., will show three dif¬ 
ferent addresses for the man, as follows: 

(a) Permanent address at time of 
entering service; 

(b) Address at time he registered 
with local board; 

(o) Address to which he expects to 
proceed upon discharge and where he 
expects to seek a job or wishes to 
be rehabilitated, if rehabilitation is 
necessary. 

The type of discharge is sho^vn, together 
with any specific reasons for the dis¬ 
charge. Also the War Eisk Insurance 
carried by the man, with the future dis¬ 
position which he wishes to make of it. 
The information as to allowance and 
allotments as well as bond purchases, is 
also shorrn. 

The copies going to the local board and 


to the Adjutant General contain the med¬ 
ical diagnosis, and all copies except the 
one given to the man contain a statement 
of his limitations in the matter of 
employment. 

This form is made up in what is knorvn 
as “fanfold,” comes with one-time use 
carbons already inserted, the form for 
each department to which a copy is sent 
is on a different color paper and marked 
for that department, and one copy is 
provided for the man, for his permanent 
record. 

13. In addition to the above form, 
there is forwarded with the copy going 
to the reemployment committeeman at 
the local board in the area where the 
man will seek a job his Qualification 
Card, which is the Adjutant General’s 
Form 20. This form is a card, and con¬ 
tains the following information about 
the man: 

Name, Army Serial Nmnber, Height, 
Weight, Eace 

Birthplace of Father, Mother, and 
Soldier, and date of birth of Soldier 
Complete statement of Education 
Statement of ability to use Foreign 
Languages 

Marital Status and Number of De¬ 
pendents 

Name and Address of Nearest Eelative 
Complete data on Main Occupation; 
Outline data on Second-Best Occu¬ 
pation 

Eesults of Army Aptitude Tests 
Highest Position of Leadership 
Additional Occupations and Hobbies 
Favorite Sports 

Talent for Furnishing Public Enter¬ 
tainment 

Military Side of the Record shows: 

. yf-.. 

Previous Milit •’ 

Service Scho 
Military As 
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Classification in Military Specialties 

with Degree of Skill 
ComiDlete Eecord of Current Militaiy 

Service 

Date of Entering Service 
Special Kemarks 
Signature of Soldier 

14. The administrative procedure for 
hospital discharges, following adoption 
of the new simplified Adjutant General 
Form, vdll he: 

(a) Interview of the prospective 
dischargee hy the Eed Cross personnel 
on duty with the hospital, advising the 
man of the government’s service avail¬ 
able to him and his rights for voca¬ 
tional rehabilitation, long-term or 
permanent hospitalization, as needed, 
job training, reinstatement in old job, 
or procurement of new jobs. (This is 
l)reparatory to interview by a trained 

' specialist of the Veterans’ Placement 
Service.) 

(b) Interview by specially-trained 
representative of tlio Veterans’ Place¬ 
ment Service of tlie U. S. Employment 
Service, of the War IManpowcr Com¬ 
mission. 

Tliis is to determine tlie job possi¬ 
bilities open to the man, whether he 
needs vocational reliabilitation or spe¬ 
cial training, and to give him voca¬ 
tional guidance in selecting a future 
occupation. The Veterans’ Placement 
l\ 0 ]n‘esentative obtains, through per¬ 
sonal interview, the occupational and 
educational liistory of tlie service man 
for transmittal to the Veterans’ Place¬ 
ment Eepresentative at the local board 
to which the dischargee is proceeding. 

(c) Upon final medical examination 
determining discharge, the following 
remilar Adjutant General Forms are 
processed: 

(i) Service record completed. 

(ii) Pay records completed and 


final paj^ made, and transportation 
provided to destination. 

(iii) Clearance for any govern¬ 
ment property. 

(iv) A.G.O. Form .. giving the 
complete medical examination. A 
copy of this is forwarded to the 
Veterans’ Administration, which al¬ 
ready has coi?}’- of the results of the 
medical examination upon entering 
the service. 

(d) The new simplified Adjutant 
General’s discharge form, in fanfold, 
is then filled out, in six copies, each 
on a distinctive color paper, which arc 
forwarded as follows: 

Copy 1—to Adjutant General’s Of¬ 
fice, Machine Eecords Section, 
where after the data has been set 
up on punch card it will be for¬ 
warded to National Headquarters, 
Selective Service System, for com¬ 
pilation of medical data; 

Copy 2—to Veterans’ Administra¬ 
tion for use in connection with 
l^ension claims and vocational re¬ 
habilitation ; 

Copy 3—to local board of registra¬ 
tion, through state headquarters 
of registration; 

Copy 4—to reemployment commit¬ 
teeman at point where permanent 
job is sought, through headquar¬ 
ters of state in which job is sought. 
There is forwarded with this copy 
the Soldiers’ Qualification Card, 
Form AGO 20, described in para¬ 
graph 13, above. 

Copy 5—to Veterans’ Placement 
Eepresentative, of the U. S. E. S.; 
Copy 6—to the discharge for his per¬ 
sonal use.* 

The above simplified form replaces 
ten separate forms and letters now pre- 

A Ecventli copy mar be added, to furn)!h 
information to the Alloivance, Allotments, and Bond 
purchase fc-tion. 
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pared in connection with each man dis¬ 
charged from the Army. 

15. The administrative procedures 
based on the above administrative rec¬ 
ords will he as follows: 

(a) The reemployment committee¬ 
man at the point where permanent job 
is sought will notify one of the vet¬ 
erans’ organizations of the name and 
address of the dischargee. A repre¬ 
sentative of the veterans’ organization 
will then call upon the returned ser¬ 
vice man to welcome him home and 
make sure that he is fully informed of 
all the services provided for his bene¬ 
fit by the government and to ascertain 
whether he has need of any of them, 
and to place the service man in contact 
with his reemployment committeeman 
if any assistance is desired. 

(h) The reemployment committee¬ 
man, as soon as contact is established 
with the service man will, if the man 
desires assistance, make sure that he 
is introduced to those government 
agencies whose services he desires. 
The committeeman will follow the case 
and make sure that there are no de¬ 
lays in placement or in securing action 
where training is required. From his 
records he will see that any agency 
needing additional information in or¬ 
der to serve the veteran is supplied 
with the necessary data. 

Where the man seeks to return to a 
former job and desires assistance, the 
reemployment committeeman gets in 
touch with the employer and arranges 
for the man’s return to the job. 

As far as is practicable the reem¬ 
ployment committeeman will seek to 
arrange interviews at definite times 
for the veteran to avoid the necessity 
of his ■waiting long periods in recep¬ 
tion rooms. Wliere forms are to he 
filled out, assistance -will he given, so 
that the veteran will not have to fill 


out forms sitting among miscellaneous 
groups of applicants. 

(e) Where the veteran has claims 
for disability pensions, hospitalization, 
vocational rehabilitation, etc., the 
reemployment committeeman iviU 
make sure that he gets to the repre¬ 
sentative of the Veterans’ Admin¬ 
istration. 

(d) Where vocational rehabilitation 
is needed, the reemployment com¬ 
mitteeman puts him in touch with 
the State Vocational Eehahilitation 
Agency and helps him -svith his ap¬ 
plication until such time as some other 
system is established by the Veterans’ 
Administration, and the reemploy¬ 
ment committeeman will give such 
assistance until different procedure is 
established. 

(e) Where a new job is a require¬ 
ment, the veteran is placed in touch 
with the nearest IJ. S. Employment 
Service and its Veterans’ Placement 
Representative, interviews being pre¬ 
arranged as far as is practicable. The 
reemployment committeeman checks to 
see that the employment office is in 
possession of all necessary informa¬ 
tion concerning the man, and if not, 
he supplies it as far as is possible from 
his own records. He keeps contact 
with the veteran to see that there is 
no unnecessary delay in placing him 
in a job. 

16. Where the TJ. S. Employment Ser¬ 
vice is imable to place a man, the reem¬ 
ployment committeeman then seeks to 
place him by direct action, primarily 
tlirough the Clearing House Committee 
now being established. 

17. Where an employer has refused 

to reinstate a veteran in his old job, the 
reemployment committeeman first inter¬ 
views the employer, prepares a brief 
statement of the case, and turn- over/ 
to the Clearing H. ,,, ‘ 
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action. (At present, pending the com¬ 
pletion of the Clearing House Commit¬ 
tees, the reemployment committeeman 
has been handling such cases per¬ 
sonally.)* 

18. The above administrative pro¬ 
cedures have been gradually developed 
during operations -which commenced in 
January, 1941. The results of these 
operations to date are of interest as 
bearing on the efficacy of the procedures 
developed. 

IJp to December, 1942, something over 
500,000 men had been discharged from 
the services. Of these the majority rein¬ 
stated themselves in civil life through 
their cwn efforts, either returning to 
their old jobs or procuring ne-w jobs on 
their own initiative. Only about 10 
per cent applied to the reemployment 
committeemen for assistance in job 
placement. Of these 10 per cent, the re- 
' statements in old jobs were handled 
irectly by the committeeman, and the 
majority of the placements in new jobs 
were handled through the IJ. S. Employ¬ 
ment Sendee, particularly the Veterans’ 
Placement Eepresentatives. 

In some communities, notably New 
York City, where there was a large 
amount of unemployment, the reemploy¬ 
ment committees also assisted the Em¬ 
ployment Service in placing men. 

In New York City the cooperation be- 
hveen the U. S. Employment Service 
and the Eeemployment Division was 
very close, the Eeemployment Division 
sending many jobs that came to it over 
to the Empl'o;\'ment Sendee for filling, 
and it has recently arranged to place one 

•Note: The function of the rie.nrinff Ilonse Com¬ 
mittee is to place behind the T7. S. Employment Ser¬ 
vice and the rci-mployment committeenmn in handling- 
the problems of the" returned veteran the orRaniied 
resources of the community, both in ironir." out diK- 
cultic' in the return of '--rvice men to old Job', the 
c-citicn^cf iob preferences for veterans, and the 
oiucation cf'tlm community in providing jobs for 
1 p.rr.'i s'l liers not merely as an act of justice 
tVthemVbut a's' an’actual ultimate eccnomy to the 
cemmunity. 


of its volunteer workers in each of the 
IJ. S. Bmplo^ent Offices in the city to 
assist in placing veterans in jobs in that 
very difficult labor market. 

The problem of returning veterans to 
their old jobs has to date been marked 
by the most complete cooperation on the 
part of employers, labor unions, and gov¬ 
ernment departments, and the number of 
cases requiring even discussion has been 
so small as to be negligible, and probably 
totals less than a thousand cases. In 
only two eases has legal action been 
taken, and in one of these it was entii’ely 
unnecessary and done without authoriza¬ 
tion from headquarters. In the other 
case, a very obstreperous employer, 
upon being notified that the U. S. At- 
toxmey had prepared the case for court 
action, promptly reinstated the man and 
paid him $648 back-pay for the time he 
was kept out of the job. 

All other cases have been settled either 
by the reemployment committeemen on 
the ground or through mail or telephone 
communication from the reemployment 
Division in Washington, and all have 
been handled on the basis of applied coin- 
monsense and common decency, and 
none has required threats in order to 
bring about compliance. 

In October 1942 there was started the 
reporting service, through the Eed Cross, 
of men discharged in the hospitals. Dur¬ 
ing the first month, less than 600 cases 
were reported to usfz’om only some20hos- 
pitals. More hospitals have been added 
eacli week, with a corresponding increase 
in the number of discharges reported. 
Tlie last week in May, we are receiving 
reports of discharges at a rate in excess 
of 3000 per week, from 210 hospitals, 
and there are still hospitals that we have 
not yet gotten on the reporting list. 

To date we have had reports on over 
30,000 discharges, of which 52 per cent 
have been reported back to us throngh 
the reemployment committeemen as 
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placed at work in jobs or undergoing 
rehabilitation. The 48 per cent on which 
we have not yet received disposition re¬ 
ports equals only the cases reported to 
us in the past five weeks. Since the curve 
has begun to flatten out, the percentage 
reported as placed or underdoing re¬ 
habilitation has climbed from 42 per cent 
to 52 per cent, and is steadily increasing. 

A major problem confronting us in 
the handling of the hospital discharges 
is our psychoneurotics, running 22 per 
cent of the total, and stomach ulcers, 
running 10 per cent. There is indicated 
the need of an immediate and intensive 
study of this problem, so that we may 
provide, in the shortest possible time, 
adequate means of rehabilitating these 
men and restoring them to a normal life. 

There is appended a table showing the 
major causes of disoliarge on medical 
certificates, up to March 1st, 1943, at 
which time we had to discontinue this 
classification for lack of clerical help, as 
the cases we had to handle were increas¬ 
ing at a rate beyond our ability to obtain 
personnel for processing. 

It is hoped, in connection with the new 
simplified process, to have the approsd- 
mate diagnosis entered on the punch card 
prepared by the Adjutant General for 
each man whose connection with the 
service is severed, so that this data may 
be duplicated as the first stop in de¬ 
creasing our human wasteage. 

COKOliUSlOBS 

The procedure outlined may appear 
complicated, but in fact it is composed 
of very simple elements arranged to fol¬ 
low each other in sequence and so coordi¬ 
nated that vdthout duplication or repeti¬ 
tion each step completes its phase and 
transfers the records of the individual to 
the next agency in shape for it to im¬ 
mediately start on its share of the work, 
and also insures contact with the veteran 
ns far as this is humanly possible. 


A point to be stressed is that the fore¬ 
going procedures are based upon the 
need of coordinating the best efforts of 
government rvith the organized efforts of 
the entire community to accomplish a 
task of this magnitude with any degree 
of success. 

No government agency could he cre¬ 
ated that would be large enough, by 
itself, to handle a problem of this size, 
and it would be unsound to do so even 
it it were possible, since we would he 
creating a permanent organization to 
meet a peak-load, and would then have 
to contract. Instead, we reinforce the 
government agency with the volunteer 
organized resources of the country, 
which can then be rapidly contracted as 
the load contracts, ultimately leaving the 
permanent work in the hands of the 
established government agency. 

Just as no government agency could 
perform this task alone, it would be 
likewise impossible for any volunteer 
effort—no matter how completely or¬ 
ganized—to handle this job without an 
established government agency through 
which to coordinate its efforts. The 
United States Employment Service bears 
somewhat the relation to the organized 
civilian support in reemployment that 
the regular army does to the civilian 
army in mobilizing for war. The two are 
mutually interdependent, and neither 
can function successfully without the 
other, and the organized volunteer civil¬ 
ian support of the Reemployment Divi¬ 
sion should build up and strengthen the 
United States Employment Service of 
the IVar Manpower Commission, if the 
best and most permanent effects are to 
he achieved. 

Causes of Mcilical Discharges in 4714 Cases 
As of March 1,1943 

Psychonourosis . 19 . 7 , 70 ' 

Ulcers .. .,, 7 ’• 30 

Asthma . 
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Heart. 6.23 

Arthritis . 5.60 

Bones and Joints. 5.07 

Ears... 3.37 

Epilepsy . 2.82 

Eyes . 2.29 

Hs^ertension . 2.22 

Tuberculosis . 2.03 

Amputations and Injuries. 1.25 

Diabetes .97 

Hernia.75 

Undiagnosed. 9.39 

Miscellaneous . 21.06 


99.61% 

(Statistics Furnished by Colgate Hoyt, Major, 
A.U.S., Reemployment Division) 

RESUME 

Les i^rocedures administratives ayant 
corarne objectif la reintegration des mem- 
bres de nos forces arrnees dans la vie 
'•’.ivile, surtout du point de vue de pro- 
. ation d’onvrage, sont etudiees. L’an- 
eur discute les differentes commissions 
officielles et leurs fonctions respectives 
en ce qui concerne le reemploiement. 


D’apres I’auteur ebaque cas doit etre 
considere individuellement car les prob- 
lemes de cliaque bomme exigent mie 
etude speciale. 

SUMARIO 

Se trata de los procedimientos ad- 
ministrativos que tengan como objeto la 
reintegracion de miembros de las fuerzas 
armadas a la vida civil, especialmente 
del punto de vista del reempleo. Las 
varias agendas que de eso se ocupan son 
enumeradas. Especial rafasis se bace, 
en que cada caso es considerado indi- 
vidualmente y que el problema de cada 
bombre recibe especial atencion. 

Bbibo^h 

Auxop onncBiBaex aAnnHiicxpagnonnne 
cnocodti, ue.xBio Koxopux XBJiaeTca panuxe- 
rpapiia bochiibix b 'lacxHyio ntnSHh, ocodeimo 
c xo’iKn spcHiia BOSBpameiiiia k paCJoxe. 
OniicaiiBi pa3iii.i.a arenpjin ji nx ^yHKgirir, 
IIo;^’IepKII 3 ^xo o^^naKO, 'ixo KaJKflBift cjiynafl 
no;;BepraeTca JrIIA^BII;^ya;IBIIofI odpadoxKC n 
ocoCeiinoe BanManiie odpamaexca na Jin^- 
HLia sa^aHii Kaacfloro coji^axa. 


NEWS ITEMS 


(Continued from page SG2) 

Tlie first Congress of Faculties and Schools 
of Medicine of Mexico vas held in jMonter- 
rey from April 2 to April 7, 1944. It was 
.sponsored by the i\Icdical Facult.v of Nuevo 
Leon. 

The program for the Annual Meeting of 
the Association of Military Surgeons of the 
United States to be held at the Pennsylvania 
Hotel. Neu- York City. Nov. 2-4 inclusive is 
bein" rapidly completed. In addition to ad- 
dres‘;cs by the Siirgeon<J General of the Army. 
Navy. U. S. Pnblio Health Service and other 
di<tineni'-i!ed gne>t«. there vill be formal 
papers, panel di=cii''ions and .‘scientific and 


technical exhibits on the latest advances in 
military medicine. 

The third Latin-American Congress of 
Plastic Surgery will take place October 23- 
25, 1944, in Santiago and Vina del Mar, 
Kepublic of Chile. The Chilean Government 
requested the Jlexican Government for the 
scientific collaboration of the National Uni- 
versit.v of 3Iexico. Upon the recommenda¬ 
tion of the Mexican Chapter of the Inter¬ 
national College of Surgeon.s, the Eector of 
the L'niver.sit.v of Mexico appointed Dr. 
Esteban Paulin, F.I.C.S., Specialty Eegent 
in Plastic Surgery to participate in thi.s 
Congre.=s. 
















Classification of War Wounds* 


BASIL HUGHES, D.S.O.. M.A., B.Ch., B.Sc., F.R.C.S. (Eng.). F.I.C.S. 

BRADFORD. ENGLAND 


A STATISTICAL survey of wounds 
could lie of immense value to the 
executive branches of the fighting 
services. Eepresentatives of the Koyal 
Naval Medical Service, the Royal Army 
Medical Corps and the Royal Air Force 



Medical Service, with special knowledge 
of massed statistics of wounds, should 
guide the efforts of those responsible 
for armoring ships, aeroplanes, tanks, 
lorries, etc. In turn it should he incum¬ 
bent upon all surgeons to be in a position 
to correlate their observations in order 
to supply these Service statisticians with 
reliable data. 

Multiplicity of wounds. This war dif¬ 
fers from its predecessors in the ex- 

•Presented at the Fonrth International Assembly 
of the International College of Surgeons, held in 
New York, June, 19-13. 


tensive use of aerial weapons. One of 
the worst features of modern war 
wounds is their multiplicity. The wounds 
produced by any kind of bomb (Fig. 1) 
are notorious in this respect. Grave 
shock and extensive tissue disruption 
with early virulent infection character¬ 
ize these wounds, but this is not all. 
Added to these is an element of concus¬ 
sion, and frequently the phenomena 
known as “blast.” 

As a result of the important part 
played by the aeroplane in modem war¬ 
fare, fighting men are as much exposed 
to the enemy above them as they are to 
the enemy in front of them. Because an 
aerial bomb breaks into innumerable 
fragments and is as likely to burst be¬ 
hind as in front of the victim, multiple 
wounds scattered over widespread areas 
of the body are exceedingly common. 
One description that has been given of 
this present conflict is that it is “the war 
of the crouching man.” On hearing the 
noise of an enemy aeroplane overhead a 
person instinctively crouches or falls.to 
the ground, so that the back is even more 
exposed to injury than the front of the 
body. 

Principles in assessing tissue damage 
caused by a missile. A careful history is 
important. It is very helpful to know 
the nature of the missile; whether it is 
smooth, such as machine-gun bullet or 
shrapnel ball, or rough, such as a splinter 
of bomb or shell. The smooth missile 
tends to take the line of least resistance 
and to follow fascial planes, where an 
irregular missile shows no such 
lection. One '■ of . ‘. 
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Figs. 2 and 3. The apparently erratic course of the missile sho\ra in Pig. 2 is readily explained by a careful inquiry 
into the patient's posture at the time of grounding (Pig. 3). (Modified from Lilienthal) 


quoted of a soldier wounded in the right 
slioulder. A shrapnel ball was removed 
from beneath the skin of his right groin. 
Xo incapacity resulted. Evidently the 
smooth missile had followed the fascial 
planes. Over and over again the patient 
will indicate that the maximal pain is 
experieneed in a certain area at a dis- 
■pnce from the wound. Careful palpa- 

on of such an area will often reveal the 
mduration of the missile, which can be 
detected even at a depth of 2i/4 in. below 
the skin surface. 

"When possible, inquire as to what 
position the patient was in when the 
wound was received; whether sitting, 
lying flat or kneeling; whether walking 
or ruiming. This is especially important 
in regard to penetrating wounds of a 
joint, and in particular the knee joint, 
for foreign bodies are more easily ex¬ 
tracted when the joint is flexed or ex¬ 
tended to a greater degree than when 
the missile entered it. 

Seemingly erratic courses of missiles 
in the body, often wrongly ascribed to 
ricochet, may sometimes be explained by 
a careful inquiry* into exact posture of 
the patient at the time of wounding 
(Figs. 2 and 3). 

Calculafiv.rj the extent of the internal 
(lamaac. Should the greater part of a 
missilVs kinetic onerg>- be expended in 
daniatrin" superficial structures, little 


remains to produce deep damage. 'When 
this kinetic energy is expended on the 
surface the deeper damage depends upon 
the resistance of the structures en- 
countered. Should the missile impinge 
upon the soft parts only, a perforating 
through-and-through wound is likely to 
result. On the other hand, if it impinges 
upon the bone its kinetic energy may 
suddenly be reduced to zero, with the 
result that what might have proved a 
pei’foration of soft parts only becomes a 
site of excessive tissue destruction. So 
it comes about that the more extensive 
the superficial injury the less the proba¬ 
bility of damage to deep structures. If 
the outward and visible damage is com¬ 
paratively inconspicuous, the important 
question is, “Is there an exit wound f’ 
The greatest internal damage is to bo 
anticipated in cases vdth a comparatively 
small wound of entrance and no wound 
of exit. These are termed “penetrating 
or lodging wounds.” 

Fragments of high explosives, owing 
to their ragged nature, be they ever so 
small, inflict greater damage upon soft 
tissues than do machine-gun bullets or 
shrapnel balls. Furthermore, these ir¬ 
regular fragments almost invariably 
carry in foreign matter, such as pieces 
of clothing, a state of affairs favoring" 
early and virulent infection. In addition 
to pieces of clothing a wissiie may carry 
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into the tissues articles carried in the 
pockets. Thus coins, pencils, buttons, 
pieces of string, and in one instance a 
large piece of a miniature New Testa¬ 
ment have been extracted from wounds 
in the upper thigh. On the other hand, a 
cigarette case or other metallic object 
carried in a pocket (Pig. 4) has on more 
than one occasion either stopped or de¬ 
flected the course of a missile which might 
otherwise have proved fatal. 

The size of the wound of entry is no 
guide to the size of missile. Skin is an 
elastic structure and in most oases the 
sHn wound is smaller than the missile 
which caused it. In wounds of the chest 
the skin wound is not an indication of 



Fig. 4. These six coins carried in the pocket of a 
bod^'belt saved the life of a soldier b^ deflecting a 
bullet fired from point-blank range. (British Journal 
of Surgery) 

the point of enti'y into the thoracic cav¬ 
ity, as the chest wall is a movable struc¬ 
ture. The skin wound is often at a higher 
or lower level than the actual entrance 
into the pleural cavity. The track of 
entry is thus valvelike, and such wounds 
can produce the most extreme degree of 
surgical emphysema. Wounds of entry 
in the skin and in the deep fascia or 
joint capsule are only approximately at 
the same level if the body was at rest at 
the time of wounding. 

It is important to realize that in gun¬ 
shot wounds laceration is not always con¬ 
fined to the wound itself; it can involve 
tissues at a considerable distance. For 
instance, it is not uncommon for a hone 


to be fractured, not at the side of im¬ 
pact hut at a point some distance away. 

NONPENETBATING WOUNDS 

Nonpenetrating wounds can he divided 
into two varieties: 

1. Superficial contusions. War con¬ 
tusions should never he treated lightly, 
particularly those involving the head 
and trunk. Often what appears at first 
sight to be a trivial contusion is associ¬ 
ated with grave internal complications. 

2. Deep contusions are mainly the out¬ 
come of severe crushes brought about by 
collapsing masonry. 

PENETRATING (SYN. LODGING) WOUNDS 

Penetrating wounds form a large and 
important fraction of the total wounds 
that reach the surgeon. Penetrating 
wounds have a wound of entry only. This 
wound may vary from an exceedingly 
small puncture, which in some oases is 
scarcely visible, to a wound of consider¬ 
able dimensions. 

It is in penetrating wounds that the 
importance of early i-ray examination 
and localization of foreign bodies reaches 
its zenith. 



Fig, 5. A wound of o • art o 

thigh frequently h nica 

with the rectum, e on t 

peri 
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A special caution. For reasons given 
already in tliis chapter, vrounds of the 
back of the patient as opposed to his 
front are relatively frequent. Wounds 
of the buttocks, upper posterior portion 
of the thigh and perineum are extremely 
important from the point of view at once 
appreciated by a reference to Fig. 5. So 
often such a wound leading to the peri¬ 
toneum or to the extra-peritoneal tissues 
is regarded as a purely local atfair until 
it is too late. This important point is 
brought out several times in this work, 
notably by Sir Charles Gordon-Watson 
in his chapter on the wounds of the 
rectum. Suspect every wound in the 
neighhorhood of the huttochs! 

PEHFOIl.\TIXG (SYX. TR.A.VERSIXG) WOUXDS 

Perforating wounds entail a wound of 
entry and a wound of exit. They possess 
an advantage over penetrating wounds 
‘n that the missile has emerged and no 
onger remains in the body. The actual 
damage to tissue varies, but on the whole 
perforating wounds have a better prog¬ 
nosis than penetrating wounds. Perfo¬ 
rating wounds are most often the result 


of missiles fired at close range, and may 
comiDrise: 

(a) A small hole of entry and a small 
hole of exit 

(b) A small hole of entry and a large 
hole of exit 

(c) A large hole of entry and a large 
hole of exit 

(d) Gutter wounds. 

(a) A small hole of entry and a small 
hole of exit are wounds which, for the 
most part, are caused by rifle and ma¬ 
chine-gun bullets (Pigs. 6 and 7). The 
amount of damage varies. Thus a bullet 
may traverse a limb without damaging 
important structures, both entry and e.xit 
wounds healing and leaving no incapac¬ 
ity (tunnel wound). Again, a similar 
bullet may traverse the limb in a direc¬ 
tion almost identical with the preceding, 
and after an hour or two the member 
will be acutely swollen and tendei*, de¬ 
noting damage to an artery of consider¬ 
able size. The exit and entrance wounds 
(Pigs. 8 and 9) give the observer some 
idea what damage to expect, since Iho 
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course of the missile is known approxi¬ 
mately. Surface anatomy, though use¬ 
ful, is not always a true guide to damage 
done, because many cases have been seen 



Fig. 8. Entrance ivound. (British Journal of 
Surgery) 



Fig. 9. Exit wound. (British Journal of Surgery) 


where the track, judged by the entrance 
and exit wounds, passed right across the 
course of such structures as the femoral 
artery, the sciatic neiwe, the brachial 
artery, etc., without damaging them. 
Here, again, there are two important 
considerations upon which the wounded 
man can usually give information: 

1. Was he lying down or standing 
still? 

2. Was he running or walking when 
wounded? 

If he was lying dorni or standing still 
the entrance and exit wounds give a 
fairly accurate estimate of the course of 


the missile. If he was running or walk¬ 
ing when wounded, the wound in the skin 
does not usually correspond in position 
with the wound in the deep fascia and 
muscles at either the site of entry or 
exit. This disparity may be as much as 
an inch; it is usually somewhat less. 
The reason for it is obvious, because 
when the body is in motion the skin is 
stretched in some parts and relaxed in 
others. The same phenomenon occurs, to 
a more marked degree, if the bullet 
strikes the part obliquely. 

TUNNEL (SYN. SETOn) WOUNDS 

Tunnel, or seton, wounds are those 
which, while coming under category (a) 
because they possess a small wound of 
entrance and a small wound of exit, are 
set apart because, like a railway tunnel, 
they are of the same caliber thi’oughout. 
They are, on the whole, comparatively 
innocuous. 

Tunnel wounds in the neighhorliood 
of large arteries are the commonest 
cause of traumatic aneurysm. Swollen 
thighs, the result of hemorrhage, if kept 
at rest and watched carefully, slowly 
resume their normal size, providing 
there is a good circulation in the foot. 
WTien the swelling and bruising subside 
a pulsating mass with a bruit over it 
makes its appearance. This happened in 
quite a number of cases, not only in the 
thigh but in the neck and elsewhere. 

Tunnel wounds of the forearm and 
lower leg should, if possible, be left alone 
providing the circulation in the hand or 
foot is good. Those wounds, if opened 
up, often give rise to hemorrhage which 
is dillicult to control. 

Tunnel wounds involving the abdomen 
or thorax may give rise to insignificant 
sympto though from 'face tomy 
it wo r that s 

occu often 

perfo the oi 
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eera, and serious damage to solid viscera 
and mesentery. 

Twmel ivounds of joints. It frequently 
happens that there is a valveiike perfora¬ 
tion of the capsule and this is of value, 
both in preventing escape of synovial 
fluid and blocking the route to infection. 
For this reason small tuimel wounds of 
joints ofter remain sterile. 

T^alnel ivonnds involving hone. Simple 
perforation sometimes occurs, this being 
seen most frequently in the epiphyses of 
long bones. A clean perforation of bone 
is, however, comparatively rare. 

Tunnel wounds about the spine may 
involve the spinal cord or large inti’a- 
abdominal or intrathoraeic vessels. 
Death in these cases is rapid and pain¬ 
less, and many eases were seen during 
active fighting. 

(b) A small hole of entry and a large 
hole of exit. This type is almost invari¬ 
ably the result of a missile fired at close 
quarters striking bone. The lead in the 
bullet is flattened out and continues its 
course together, probably with frag¬ 
ments of bone pushed before it. The re¬ 
sult is a large lacerated wound of exit. 
The same result occurs to an even 
greater degree when the missile is a 
piece of shell. 

Perforating wounds of the head, and 
often of the thorax, come under this 
class. In the case of the sloill the missile 
traverses the bony cranium twice. The 
exit wound is large and a quantity of 
brain matter is usually protruding. Few 
such cases reach surgical aid, and even 
if they do so. recovery is e.xtreraely rare. 
Wounds of the thorax belonging to this 
class are again usually fatal; ghastly 
wounds of exit are produced. There are 
a few examples where large exit wounds 
of the thorax have been plugged with an 
ordinary towel and have reached sur- 
L'ica! aid. In the case of the abdomen it 
is not uricommon to see omentum and 
iiitestine ]>rotnidinc: from tlie exit wound. 


Curiously, this tyjje of abdominal wound 
is often conspicuous by the absence of 
shock. A number of men so wounded 
have walked from where they were hit to 
the regimental aid post. So iong as there 
is no gross concealed damage to viscera 
or the mesentery the prognosis is good. 



Fig. 10. Gutter wound involving flic bieep.s. (British 
Journal of Surgcr 3 ') 

(c) A large hole of entry and a large 
hole of exit is usually the result of a 
direct hit with a piece of shell of con¬ 
siderable size or a ricochet bullet. I’lic 
wounds are connected by a ragged and 
torn track overhung by a bridge of tissue 
consisting of skin and perhaps some ol 
the deeper structures. This bridge, 
which may or may not contain important 
.structures, is usually in a bruised and 
battered condition; consequently, it is 
e.vceedingly prone to become gangrenous. 
Wounds belonging to this class an* .al- 
way.s extremely serious, and etirly viru¬ 
lent infection is inevitalde because of the 
disruptive efTecf. To save life and limb, 
immediate and thoroiitrli treatment is im¬ 
perative. Of course, many of the victims 
of this tyj)e of injury never reacli sur¬ 
gical aid. Forturnitely tJiere seems to be 
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little or no pain associated with these 
ghastly wounds. 

(d) Glitter wounds. As the name im¬ 
plies, the missile ploughs a furrow in 
the tissues between its entrance and 
exit (Fig. 10). 

INCISED WOUNDS 

Under this heading are classified 
wounds inflicted hy miscellaneous weap¬ 
ons, usually the result of hand-to-hand 
fighting. The bayonet, dagger, knobker- 
rie and the butt-end of the rifle are usual 
causative agents. Bayonet wounds are 
often fatal. The thrust is usually di¬ 
rected either at the throat or at the loins. 
Soldiers jumping into a trench have be¬ 
come impaled on the upturned bayonet. 
There is rarely external bleeding, and 
once the bayonet is thrust home the skin 
and muscle close tightly on the steel so 
that a considerable effort is required to 
extract it. 

Knohkerrie wounds are very often 
fatal. Strictly speaking, these wounds 
are not true incised wounds, being in¬ 
flicted by a blunt instrument, but, as 
also in the case of the butt-end of the 
rifle, they may be as cleanly cut as if a 
knife had been used. 

Bites are not uncommon in close hand- 
to-hand fighting. 

ACCIDENTAL WOUNDS AND INJUBIES 

No classification of war wounds would 
be complete ivithout some reference to 
this heterogeneous group. Accidental 
wounds may be divided into wounds in¬ 
flicted in the fighting zone and those 
inflicted on the lines of communication. 

In the fighting zone these wounds in¬ 
clude tears by barbed wire, and rifle and 
revolver wounds, self-inflicted or other¬ 
wise. Self-inflicted bullet wounds are 
usually situated on the dorsum of the 
foot or in the palm of the hand and can 
be recognized by the scorching of the skin 
around the wound of entry. Accidental 


wounds are usually the result of forget¬ 
ting to close the cut-off after cleaning a 
rifle. 

"Wounds inflicted on the lines of com¬ 
munication are for the most part due to 
transport and are the result of mule 
kicks, mnaway horses and machinery 
accidents. 

Though not coming under the heading 
of accidental wounds yet occurring most 
frequently on the lines of communica¬ 
tion, are certain wounds due to air raids. 
Not only in these raids have we to con¬ 
sider wounds caused by enemy bombs, 
but also those caused by pieces of anti¬ 
aircraft shells, which have on many occa¬ 
sions proved both serious and fatal. 

Parachute injuries form another sub¬ 
group of cases and quite a formidable 
one. Fractures of the lower extremity 
are commonly found in this ^roup and 
fractures of the spine are relatively 
frequent. 

Air-screw injuries. Air-screw injuries 
are yet another variety of “accidental” 
wounds. Contact with a revolving pro¬ 
peller is, of course, usually fatal, hut 
remarkable cases of recovery after shaf> 
tering wounds of the thorax from this 
cause have been reported. 

CHANGES OCCURBING IN WOUNDED TISSUES 

1. Disruption. The immediate change 
in the tissues after laceration is disrup¬ 
tion, and the amount of disruption de¬ 
pends on the velocity of the missUe. As 
has been shown already, disruption is 
seen at its worst in penetrating (syn. 
lodging) wounds. Disruption of muscles 
results in their fasciculi being forced 
apart and deprived of their blood supply. 
This is the so-called “muscle stupor” of 
the French surgeons. The muscle looks 
like butchers’ meat; it does not bleed 
when cut and does not contract when 
stimulated. The effects of disruption 
often extend over a considerable area 
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around the wound, and tissues so atYected 
are a medium par excellence for anae¬ 
robic infection. 

2. Reaciionaru edema. Disruption is 
soon followed by reactionary edema. 


hours the stage of reactionary edema 
passes imperceptibly into that of visible 
infection. Tlie part remains swollen, the 
swelling often increases. Frequently 
edematous muscle herniates through the 



Fip. 11. Uc.notion.TrT c<1cina. The dressinp, uliicli 
had been .applied loo^elv, is now 50 liplit that it 
almost acts as .a tourniquet. 


There is an (tuti)ouring of lymj)h into 
the spaces formccl in the disrupted tis¬ 
sues. and the jiart swells (Fig. 31). In 
the case of a limb tension bene.-ith tlie 
dee]t faseiii may become so great as to 
jeo])ardizo the circulation. Seymour 
P.arling ]ia.‘; shown tliat durimr disrujj- 
lion and reactionary edema the tissues 
are contaminated but not yet visiitly 
infected. 

Visilh' inficHo}!. In a matter of 


wound (Fig. 12). This ))roducc.s ft 
“.stoj)per” elTcct in tin ojteniug which is 
already inadctiu.ate and still further ini- 
j)cde.s the escaj^e of the jirodiicts of in- 
tlamination. Thus, in infected woumF 
there is e.stal)lished a vicious cych* which 
creates conditions e.xtraordinarily favor¬ 
able for the onslaught of bacterial in 
vasion. It will be iiiipreciated that 
multijilicatifui of anaerobic organi--ni-' i- 
partieiilarly facilitated. 
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DESICCATION 

Untoward changes occurring in tissues 
formerly healthy heconie magnified in 
tissues whose vitality is impaired. Both 
in the 1914;-18 conflict and more than 
ever in the present war, desiccation has 
proved a detrimental factor in the local 
treatment of wounds. 

Desiccation is a condition produced in 
the tissues as a result of fluid starvation; 
it results more or less insidiously from a 
disproportion between intake and output 
of fluid. It was failure to recognize this 
condition that led to many surgical dis¬ 
appointments at one period in the 1914- 
18 war. 

Hemoconcentration due to desiccation 
differs from that due to histamine influ¬ 
ences in that the plasma protein pei-- 
oentage in the former is not interfered 
with, consequently water given by mouth 
or parenterally is retained in the circula¬ 
tion, and the oligemia, with the accom¬ 
panying degree of viscosity, is corrected. 

Under ordinary conditions the loss of 
fluid per individual per day is about 3 
pints. It must he considorahly more when 
that individual is living in a hot desert. 
Sweating hot dry winds, reduced fluid 
intake and diarrhea, together with the 
greater expenditure of energy associated 
with desert marching, all favor rapid 
desiccation. Water in the desert is re¬ 
stricted to 2 pints per man per day for 
all purposes, and may in emergency be 
cut doivn to 1 pint. In addition, diarrhea 
(gyppy stomach) is rife; this type of 
dysentery is rapidly dehydrating. Thus 
desert warfare is beset by all the evils 
productive of desiccation. 

Clinical features. Hemoconcentration 
due to desiccation can be recognized by 
the dusky bluish color of the skin, lips 
and lobules of the ear. It is of interest 
to note the absence of cramps in men in 
the desert, owing probably to the salt 
content of the brakish water. These 


cramps are probably akin to miners’ 
cramp of “bends,” which in the case of 
the latter are preventable by the addi¬ 
tion of salt to the miners’ beer or food. 

SIIMltAKT 

War wounds are classified into the 
following groups: nonpenetrating 
wounds; penetrating (lodging) wounds; 
perforating (traversing) wounds; tunnel 
(seton) wounds; incised wounds; and 
accidental wounds and injuries. Changes 
occurring in wounded tissues (disrup¬ 
tion, reactionary edema, visible infec¬ 
tion) and desiccation are described. 
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RESUME 

Los plaies de guerre sont olassifiees 
dans les groupes suivants: plaies non- 
pcnetrantes; plaies penetrantes (aveo 
retention des projectiles ou antres corps 
etrangers); plaies compliquees de fis- 
tules vu de canalisation; plaies par instru¬ 
ment tranohant (couteau, scalpel, etc.); 
contusions et ecrasements. La separation 
des tissus, I’oedcme reaotionnaire, I’in- 
fection visible et la dessiocation qui 
accompagnent ou compliquent ces plaies 
sont decrits en detail. 

SUMAIilO 

Las lieridas de guerra son clasificadas 
en los grupos siguientes: Heridas que 
no penetran; heridas penetrantes y con 
alojamiento del cuerpo extrano; heridas 
perforantes y traversantes; heridas a 
tunel: heridas de incision y heridas ac- 
cidentales y de otros danos. 

El aiitor describe minuciosamente los 
Cambios que se o n ■ .;s tejid ' 
hcridos y daua ' ' ' ede 

reaccionaria, t 

desecacion). 
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Bhbo^h 

BocHHHe paHH K5accn$nn;npyiOTca b cjie- 
AyK)in;He rpynnH: 

1. He npoHHKaiomne paHH. 

2 . IIep$opai;noHHHe, hcckboshhc paHH. 

3 . nep|iopai^noHHi.ie, ckboshhc pann. 

4 . TyHHCjrBHHe (noAKoacHHe) paHH. 


5 . PesHHe paHH. 

6. CjiyaaflHHe paHH n noapescAenna. 

Abtop onncHBaeT nepeiicHH nponcxo' 
flamne b paneHHHx TKanax (nepeuemeHne, 
peaKi^noHHBifl otck, aBCTBCHHoe sapaaceHne) 
n BHCHxanne (dessicatio). 


PHILADELPHIA—THE MECCA OF SURGEONS 


B efore and since the union of our 
States into our now glorious 
United States of America, Phila¬ 
delphia has held forth preeminently as 
the fountain head of medical and sur¬ 
gical knowledge. The spirits of Gross, 
Agnew, DaCosta, Keen, Denver, and 
innumerable other illustrious and world- 
famous surgeons still stalk the corridors 
of her institutions of surgical worship 
and mysteriously guide and stimulate 
/ the progress of surgical advancement. 
In the flesh they have left for our in¬ 
struction the greatest heritage any sur¬ 
geon can leave posterity—their many 
distinguished students who are the teach¬ 
ers of the present generation—the fam¬ 
ous surgeons of this great metropolis 
who give of their time and talent, gen¬ 
erously and graciously for the advance¬ 
ment of surgical science. 

Philadelphia’s six great schools, their 
hospitals and staffs, at the present time 
probably represent one of the great 
aggregations of teaching organizations 
and talent in the world. These facilities 
are combining their surgical teaching 
resources with those of the International 
College of Surgeons to give our mem¬ 
bers, invited guests and military per¬ 
sonnel of the world the latest in scientific 
achievement in surgery as it pertains to 
civilian and military surgical problems 
during and after this war. 

Of necessity our most pressing prob¬ 
lems are those incident to winning the 


battles that are now in progress. Next 
in importance are those concerned with 
adequate care of our civilians, and par¬ 
ticularly the war industrial worker at 
home. The third great surgical problem 
which we must study and plan for now 
is that of the disabled soldier returning 
to civilian life. It must be remembered 
that he is not a professional soldier and 
in this great democracy of ours he and 
his comrades wiU clamor for an inunedi- 
ate return to the status of a civilian as 
soon as hostilities cease. The military 
authorities and Veterans’ Facility will 
use all the power and persuasion at their 
command in an attempt to rehabilitate 
these soldiers within their ow organiza¬ 
tions, but in spite of their efforts many 
of these men wiU gradually filter out 
into their former homes and the care of 
their disabilities and rehabilitation Avill 
be the problems of the civilian surgeon. 
Those actively in practice at the present 
time must act as a nucleus to plan ahead 
for their adequate care when the armis¬ 


tice day arrives. 

Let us get together in Phidalelphia on 
October 3-5 to study the surgical prob¬ 
lems of the present and the anticipated 
needs of the future. It is promised to 
each in attendance that he will feel t e 
glow and inspiration that emanates from 
this hospital city, most 
labeled “THE CITY OP BROTHERLY 


LO^CE.” 




eons and Events 

by 

DR. MAX THOREK 


JOSEPH-IGNACE GUILLOTIN (1738-18M) 


J OSBPH-IGNAOE GUILLOTIN, 
painted by historians and century- 
old gossip as one of the monsters of 
the French Revolution, neither invented 
nor, as the protagonists of poetic justice 
■would have it, died by the beheading 
machine which bears his name. On De¬ 
cember 1, 1789, in a speech on the 
reformation of the criminal code, he 
described the machine, saying, “. . . 
The laiife falls like lightning; the head 
rolls off; the blood spurts; the man no 
longer exists.” The newspaper "Les 
Actes des Apotres" speaks of his pre¬ 
senting to the world a “beheading ma¬ 
chine” which “will extend the glory of 
the French name to the banks of the 
Bosphorus.” The Revolutions de Paris, 
No. 24, Nov. 29 to Deo. 26, 1789, states: 
“The machine which he (Guillotin) pro¬ 
posed, has been called ‘guillotine.’” 

And the doctor who is credited with 
having dreamed up a Frankensteinian 
monster died in bed, in Paris, in 1814, 
at the good age of seventy-six. 


Guillotin’s public life was character¬ 
ized by humanitarianism rather than 
sadism. He was a doctor, not a blood¬ 
thirsty crackpot. 

Joseph-Ignace was one of thirteen 
children bom to Joseph-Alexandre Guil¬ 
lotin, a Court la-wyer, and Catherine- 
Agathe Martin, a judge’s daughter. His 
background may account for his interest 
in politics. But his work was medicine. 


His elementary schooling with the 
Jesuits at his birthplace, Saintes, com¬ 
pleted, he went on to Bordeaux, where 



Pig. 1. Engraving ot Dr. J. I. Onillotin from llie 
author’s collection. 


he submitted a thesis for his M.A. at 
the College d^Aguitaine which prr''^uced 
a sensation. For a she ' -I,* 

at the Jesuit Colic- 
Bordeaux, and the C- 
with him that it sc 
of them. But in 1763 
study medicine, w’’ 
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the celebrated Antoine Petit. He com¬ 
pleted his medical work at Eeims, re¬ 
ceiving his M.D. on January 7, 1768. On 
February 7 of the same year, he won a 
scholarship to the Faculty of Medicine 
of Paris. On October 26,1770, he passed 
his examination for the M.D. at the 
Faculty of Medicine. 

Between 1778 and 1883 he became a 
docteur-regent of the FacuUe de Paris, 
holding the chair of anatomy, physiology 
and pathology, and he became one of the 
best doctors in Paris. 

During this period, as a member of the 


Academic des Sciences, where he num¬ 
bered among his associates Franldin, 
Lavoisier, Bailly, and Le Eoy, he was 
appointed (1779) by the Government to 
a commission with Laurent de Jussieu 
to inquire into the magnetisme animal 
of Mesmer. Gtiillotin tvas one of the 
men who eontributed most to the dis¬ 
crediting of mesmerism. 

Before 1773 he joined the Free Masons. 
In 1789 he was a member of a Masonic 
Lodge, les Neuf-Soeurs, in Paris. This 
lodge was a center of philosophic activ¬ 
ity and numbered among its members 
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Benjamin Franklin, BaOly, Bnffon, 
Lacepede, I’Abbe DelUle, La Harpe, 
Berquim, Greuze, Vernet, Houdon, 
Montgolfier, Cabanis, Florian, Monge, 
Elie de Beaumont, Marmontel, Parny, 
Boucher, Pilate de Eozier, Voltaire, 
Helvetins, the Duke of d’Orleans (Phi- 
lippe-Egalite), the Duke of Chartres, 
Louis XVI, the philosopher Saint-Mar¬ 
tin, the charlatan Joseph Balsamo 
(called the Count of Cagliostro), impli¬ 
cated in the “Affair of the Diamond 
Necklace” in 1785. 

It was the convocation of the Estates 
General in 1789 that drew him into the 
political field. In December 1788 he 
wrote a pamphlet entitled “Petition des 
citoyens domiciles d Paris,” exposing his 
ideas on the Tiers-£tat (Third Estate). 
Several thousand copies were distrib¬ 
uted. Nine days later, he was arrested 
by the Parlement, but freed, and his 
popularity grew because of it. 

For hvo and a half years he was inex¬ 
tricably tied up with the Devolution, in 
constant political activity that brought 
him in contact with Marmontel, Treil- 
hard, Ducloz - Dugresnoy, Vauvilliers, 
and Lacretelle. It was his voice which 
cried “to the Tennis Court” when the 
meeting place of the Tiers-Etat was 
looked against the representatives on 
June 20,1789. In July of the same year, 
he joined with Gros and Adrien du Port 
in urging the rise of the workmen of 
the Faubourg Saint-Antoine. In October 
he was one of the deputies who demanded 
of Louis XVI acceptance of the “Rights 
of Man.” On the evening of the same 
day he was charged with the answer of 
Louis to the demands for food for starv¬ 
ing Paris, the snhsistances. 

On January 12, 1790, he presented a 
“Projet d’Administration pour la Ville 
de Paris,” whose author was 51. de la 
kletherie, a doctor of medicine. On Feb. 
1, 1790, he was chosen Secretary of the 
Assembly. On February 18, 1790, he 


sponsored the decree meting out differ¬ 
ent treatment to the begging friars from 
those of other orders. 

On July 17, 1790, he was chosen with 
the elder Mirabean, Sieyes and ten 
others, to be present at the ceremony 
celebrating the memory of Benjamin 
Franklin. 

On September 12, 1790, he proposed 
the establishment of a Committee of 
Health. His proposal was adopted, but 
its powers were limited to medical edu¬ 
cation and scientific research. 

The Tear II found him at Arras, as a 
director of military hospitals. He was 
suspected of “moderate” trends and had 
to prove his good citizenship. He was 
imprisoned after the 9th of Thermidor, 
Year II, but was released. 

Then he retired to private life, but 
not to private activity. As a doctor of 
the Bureau of IVelfare of the Halles aux 
Bles, he addressed to the mayors of the 
twelve Paris arrondissements letters 
urging their cooperation with the medi¬ 
cal committee for propaganda for vacci¬ 
nation. The following year, he was ap¬ 
pointed with Thouret to a “central vacci¬ 
nation committee," whose secretary was 
Husson. In 1803, he was president of the 
vaccination committee which reported to 
Bonaparte (First Consul). On hlarch 1, 
1805, he was received by Pope Pius VH, 
then at Paris, to whom he presented a 
report of this committee on vaccination. 

In 1807 he founded the Societe Acade- 
mique de Medecine, composed of the old 
members of the Faculty of Medicine of 
Paris. Ho was its president until his 
death. 

But by now, his health was breaking, 
undermined both by age and intellectual 
toil. He died at Paris, hlarch 26, 1814, 
from anthrax of the left shoulder. __ 

The activities of Gnillotin as pres' 
of ibe Academy of ^ • 'id- 
he served on the ' •'■h , . 
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The Use of Plasma, Whole Blood and Human Serum 
Albumin by the Armed Forces* 

LT. COL. DOUGLAS B. KENDRICK, JR., M.C., A.U.S. 

FROM THE BLOOD RESEARCH DIVISION, ARMY MEDICAL SCHOOL, 

WASHINGTON, D.C. 


T he value of -wliole blood transfu¬ 
sions in the treatment of casualties 
resulting from warfare was well 
established during World War I, The 
years intervening between 1918 and 
World War II saw the development of 
simple, safe methods of performing 
whole blood transfusion, and this type 
of therapy has become legion in civilian 
as well as military medicine. 

Although prior to 1938 the technic of 
performing blood transfusions in fixed 
hospitals was a routine procedure, very 
little thought had been given to the use 
of whole blood or other forms of replace¬ 
ment therapy by mobile units of the 
Army in the field. The onset of World 
War II forcefully focused attention upon 
the need for some effective type of 
therapy for the treatment of shock, 
burns, hemorrhage and other complica¬ 
tions resulting from warfare. Whole 
blood was naturally considered as the 
best transfusion medium to be used, but 
certain properties of blood enhance the 
difficulties of making it available in the 
field. Whole blood must be refrigerated, 
it must be typed and used in only group 
specific recipients; transportation over 
rough terrain causes increased hemol¬ 
ysis unless special precautions are 
taken, and the safe storage period of 
whole blood is limited to a few days. 

•Read before the International College of Surgeons, 
New York, June, 1043. 


These factors argued against the use of 
whole blood as a routine therapeutic 
agent in the field. It was necessary, 
therefore, to investigate other replace¬ 
ment fluids that might replace or sub¬ 
stitute for whole blood transfusion. 

Fortunately, between the years 1935 
and 1940, experimental work on the use 
of blood plasma and serum for the treat¬ 
ment of shook and burns had been car¬ 
ried out independently by Elliott*’ 
Mahoney*; Levinson*; Strumia and 
Wagner*; Harkins*’’; Solandt and Best®; 
Low”; Elman’”; Ehodes, Wolfe and 
Lee”; and others. The results of these 
workers demonstrated conclusively that 
untyped plasma and serum were suit¬ 
able and effective substitutes for blood 
in the treatment of shock, bums and 
hemorrhage. This preliminary experi¬ 
mental work on plasma and serum 
proved of great value to the Armed Ser¬ 
vices in determining the best types of 
replacement fluids to be adopted for use 
in the prevention of traumatic shock and 
the treatment of bums and hemorrhage. 

Early in 1940, with the help of the 
National Research Council, studies were 
undertaken to determine the most effec¬ 
tive type of blood derivative that could 
be used by the Army and Navy. Plasma, 
the liquid portion of hlood obtained by 
adding an anticoagulant to whole blood, 
and serum, the liquid phase that sep¬ 
arates when blood .is allowed to clot. 
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were both considered. Plasma was 
selected as the fluid of choice because 
of its greater yield, ease of preparation 
and relative freedom from reaction. 
During the course of these studies it was 
learned that plasma can be prepared and 
preserved in three ways: in the liquid, 
frozen and dried states. 

Liquid plasma, properly collected 
under a closed system to maintain ster¬ 
ility, can be stored at room temperature 
(23°) for approximately fifteen months 
and injected safely after this storage 
period. 

Frozen plasma can be preserved in the 
frozen state indefinitely. When thawed 
in a 37° water bath, it provides a clear, 
amber liquid, equivalent to fresh whole 
plasma. 

Dried plasma, desiccated under vacu¬ 
um from the shell frozen state to a 
residual moisture of 1 per cent and 
stored in vacuo can be preserved and 
safely used after five years’ storage. It 
was concluded from the studies carried 
on by the IN'ational Research Council 
and the work done by the Army and 
Navy that dined plasma was the most 
acceptable blood derivative for the fol¬ 
lowing reasons: 

(1) Storage period is prolonged 

(2) Requires no refrigeration 

(3) Is stable in hot and cold climates 

(4) Can be transported Avith impunity 

(5) Typing is not required 

(6) Is easily available to medical units 
in the field 

(7) It is retained in the vascular bed 
and replaces the lost circulating 
blood volume in shock, bums and 
hemorrhage. 

PLASAIA PACKAGE 

In order to make plasma available to 
medical installations in the field, aboard 
ship and on combined land and sea 


operations, it Avas necessary to have a 
complete plasma kit Avhich Avould alloAv 
for the administration of plasma Avithout 
additional equipment. Representatives 
of the Army and NaA^y Avorking together 
developed a dispensing set ImoAAm as the 
“Standard Army-NaA'-y Package of Dried 
Plasma” Avhich provided a complete set 
for the injection of plasma. 

A description of the Army-NaA 7 
Standard Package of dried plasma 
folloAvs: 

The completed package is made up of 
two 400 cc. bottles, stoppered Avitli 
skirted, vaccine-type stoppers, a com¬ 
plete intravenous set and air-AAmy as¬ 
sembly and tAAm metal cans in AAdiich the 
complete set is sealed. The cans are 
packaged in a tape-sealed Avater-proofecl 
fiberboard box. One bottle contains the 
dried plasma obtained from 300 co, of 
citrated plasma (equivalent to a pint of 
blood) and is sealed under 29 in. of 
vacuum. The vacuum pack serves tAVO 
purposes; It facilitates the transfer of 
the distilled water to the plasma bottle 
under a closed system and it reduces the 
chance of moisture from the air gaining 
access to the plasma during storage. 
The plasma bottle is fitted Avith a cloth 
tape for suspending it in the inverted 
position Avhile the plasma is being in¬ 
jected. The other bottle contains 300 cc. 
of sterile pyrogen-free distilled Avater 
sealed at atmospheric pressure. The 
intravenous equipment consists of 48 
in. of rubber tubing AA'^hich contains 
a glass cloth filter for filtering the 
plasma as it is administered. At one end 
of tlie intravenous set is an intravenous 
needle and at the other end a .short 
needle AA’hich connects the set to the 
plasma bottle. The airAAmy assembly is 
made up of 9 in. of rubber tubing 
AA’ith a connecting needle attached at one 
end and a cotton filter at the other. The 
bottle containing the distilled AA'ater and 
the sterile intraA'enous equipment is 
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packed in one can whidi is filled -with 
nitrogen to prevent oxidation of the rub¬ 
ber during the long storage period. The 
bottle containing the dried plasma along 
with the sterile intravenous and double- 
ended needles is sealed in the second 
can under 25 in. of vacuum. The in¬ 
structions for reconstituting and using 
the plasma are lithographed on the 
plasma can. 

The plasma is made ready for use by 
inserting the double-ended needle in the 
stopper of the distilled water bottle. 
This bottle is then inverted and the other 
end of the needle is plunged into the 
stopper of the dried plasma bottle. The 
vacuum in this hottle causes the water to 
flow in and the plasma being very hydro- 
phylio goes into solution in about ninety 
seconds. The needles of the airway as¬ 
sembly and intravenous set are con¬ 
nected to the plasma bottle and the 
plasma is ready to administer. 

The plasma package as described 
above is being assembled for the Army 
and Navy by nine commercial biological 
laboratories in the United States. The 
blood required for the production of this 
plasma is being obtained by the Amer¬ 
ican Red Cross from volunteer donors. 
Thirty-three Red Cross Blood Donor 
Centers have been established in densely 
populated areas throughout the country 
and, at the present time, more than 
90,000 bleedings are being collected per 
week. In New York City alone, over 
1200 people donate their blood in a 
single day! As tbe blood is collected it 
is transported under refrigeration to the 
nearest plasma processing laboratory 
where it is dried and packaged. With 
this program as outlined, it is anticipated 
that sufficient quantities of plasma will 
be made available to snpply the need' of 
our fighting forces all over the world. 

In addition to the dried plasma pr- 
gram, liquid, frozen plasma is beinr"- 
pared in several Army instaUaiin- ■ 


this country, making it possible to sup¬ 
ply liquid plasma to all medical installa¬ 
tions in the Continental limits. In this 
way, dried plasma is conserved for use 
abroad. 


ALBUMIN 

Another Wood derivative which has 
been developed in the last three years 
and adopted for use by the Army and 
Navy is human serum albumin. Al¬ 
bumin, one of the protein constituents 
of plasma, can be fractionated by the 
method of Cohn and separated out in a 
relatively pure form. It makes up 65 per 
cent of the plasma proteins and it pro¬ 
vides approximately 85 per cent of the 
osmotic pressure exerted by blood. Al¬ 
bumin is supplied for use in a concen¬ 
trated form, each unit providing 25 
grams of albumin dissolved in 100 cc. of 
a buffered diluent. This quantity of 
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in the “theater of operations” as far for¬ 
ward as the Battalion Aid Station. 
Human serum albumin will be supplied 
to units, such as airborne troops and 
amphibian troops who have limited 
space for equipment and are unable to 
cany the larger plasma package. Whole 
fresh blood and stored blood transfu¬ 
sions -will be used in medical units behind 
the Division Zone. 

(a) Human blood plasma is considered 
to be the most effective blood derivative 
available at the present time for the 
treatment of shock and burns, and is 
equally effective as an emergency meas¬ 
ure in the control of hemorrhage. 

Since the initiating and sustaining 
factor in the development of shock is 
the decrease in circulating blood volume, 
the treatment resides in replacing the 
lost volume with a protein fluid which 
will be retained in the vascular bed. Ex¬ 
perimental and clinical experience has 
proved the efficacy of plasma as a re¬ 
placement fluid in shock. To obtain the 
loest results plasma must be given early 
and in sufficient quantity to replace the 
volume lost. The initial dose required 
is normally 500 cc, and if the blood pres¬ 
sure is not raised to a physiologic level 
the quantit)’’ should be repeated. It may 
be necessary to administer as much as 
2500 cc. of plasma in the first twenty- 
four hours following injury in order to 
maintain a normal blood pressure and 
prevent anoxia from developing. 

Approximately 80 per cent of the 
deaths that occur in the first forty-eight 
hours as a result of burns ai*e due to 
shock. It is apparent, therefore, that 
shock must be treated early and vigor¬ 
ously in bum cases. Plasma should he 
injected in large doses and repeated 
frequently. There are two relatively 
simple methods that may be used to 
determine the quantity of plasma re¬ 
quired. One is to estimate by the use 
of Berkows Chart the percentage of sur¬ 


face area of the body involved. ^ 
is a bum covering 10 per cent 
body surface, 1000 cc. of plasma 
be given in the first twenty-four 
Likewise, a 30 per cent body bn 
require approximately 3000 cc. of 
or roughly for every 10 per cent < 
surface burned, 1000 cc. of 
should be injected in twenty-four 
The amount injected should no1 
ever, exceed 4000 cc. The other ; 
is to make frequent hematocrit 
minations and for each point ah 
per cent registered on the hem 
tube, 100 cc. of plasma should be 
Plasma has proved to be a verj 
tive emergency therapeutic agent 
treatment of hemorrhage. Deatl 
hemorrhage is produced, not by ' 
erythrocytes, but by loss of ef 
circulating blood volume. The 
ment, as in shock, is to replace tl 
ume loss as early as possible. T 
of plasma as an effective measu 
lowing hemorrhage has been bor 
in the treatment of casualties in 
campaigns in Africa. Of course 
expected that in cases of severe 1 
rhage whole blood in addition to j 
will be administered as soon as it 
made available. 

Increased intracranial pressure j 
ing from head injuries may be rc 
by the use of concentrated plasma 
usual method of preparing concen 
plasma is to add only one-fourth - 
normal quantity of diluent to the p 
when restoi’ing it to the liquid state 
will yield a 4 X’s concentrated so' 
which can be injected intraveni 
The use of concentrated plasma s 
be confined to the treatment of cei 
edema; it is not advocated for ii 
shock or burns. 

In nutritional edema and hjqo 
teinemia, plasma infusion offers a 
factory method for helping to re 
the low blood proteins. It is espoi 
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helpful in those eases where operative 
procedures are iudicatod. Although it is 
felt that plasma has its greatest use in 
surgical emergencies, there are many 
medical diseases in which plasma has 
been used as an adjunct to other therapy 
and the results obtained have been en¬ 
couraging. Several thousand reports on 
the use of plasma throughout the Armj' 
reveal that plasma has been used for the 
treatment of pneumonia, infectious jaun¬ 
dice, diabetic coma, meningitis, the 
nephrotic sjuidrome, Bocky Mountain 
spotted fever, malaria, heat exhaustion, 
cirrhosis and in many other medical dis¬ 
eases. Plasma is effective in these dis¬ 
eases probably because it overcomes the 
e.xisting hypoproteinomia or prevents 
the development of periphereal circu¬ 
latory failure which is frequently asso¬ 
ciated with medical diseases. 

aOVEaSE REACTIONS t'ROM THE ADMIN¬ 
ISTRATION OF PLASMA 

Although the reaction rate from the 
use of plasma is much lower than that 
generally encountered when whole blood 
is used, tbo cause of reactions from 
plasma is worthy of consideration. Ad¬ 
verse reactions from plasma may bo due 
to any one or a combination of the 
following: 

(1) The presence of-allergens in the 
plasma to which the recipient is 
sensitive 

(2) Bacterial contamination of the 
pooled plasma 

(3) Pyrogenic substances in the plas¬ 
ma or distilled rvater with which 
the plasma was restored 

(4) Improperly cleansed intravenous 
equipment used for administering 
plasma 

(5) Improper desiccation of plasma 

(6) The presence of red-blood-cell 
stroma in the plasma 


(7) Excessive heating of the plasma 
prior to or during administration. 

The reaction rate from liquid or 
dried plasma may vary from 1.0 per cent 
to 3.0 per cent. Adverse reactions to 
plasma are usually urticarial or pyro¬ 
genic in nature, the most frequent type 
resulting from sensitivity in the re¬ 
cipient to allergens present in the 
plasma. Allergic reactions are usually 
manifested by local or generalized 
urticaria or angioneurotic edema. Ana¬ 
phylactic shook rarely, if ever, occurs 
following the use of human plasma. 
Allergic reactions arc usually controlled 
easily by the injection of 1:1000 solution 
of adrenaline. 

Pyrogenic reactions, characterized by 
chills or rigor followed by a sharp rise 
in temperature appearing 15 minutes to 
1 hour following injection, may result 
from the use of plasma. The tempera¬ 
ture usually returns to a normal level in 
a few hours without treatment. 

Hemolytic reactions have been re¬ 
ported following the intravenous injec¬ 
tion of unusually high titred group 
specific human semm, but this type of 
I'caction is not to be expected when 
pooled human plasma is injected. 

(b) Albumin has been accepted by the 
Army and Navy as an effective blood 
derivative for the treatment of shock 
and burns. It is realized that albumin 
is not a completely adequate replacement 
fluid when the patient is dehydrated. In 
cases of injury complicated by dehydra¬ 
tion, it is essential that supplemental 
fluids and electrolytes be administered 
by mouth or parenterally when albumin 
is injected. 

For the prevention of shock, one unit 
of albumin containing 25 grams of al¬ 
bumin in 100 ec. of buffered diluent is 
injected intravenously in from eight to 
twelve minutes. If the blood pressure is 
not restored to normal and the clinical 
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appearance of tJie patient is not im- 
I^roved, a second unit of albumin should 
be injected within a short time after the 
first is given. As a rule it is not neces¬ 
sary to inject a third unit immediately, 
but it may be used four to six hours later. 
When in doubt as to the state of hydra¬ 
tion, fluids should be injected parcnter- 
ally immediately after the albumin is 
given or the albumin may be added to 
the crystalloid solution in the ratio of 
100 cc. of albumin to 1000 cc. of fluid and 
the two injected together. 

Albumin must be used cautiously in 
patients where concealed hemorrhage 
may be a complication. Twenty-five per 
cent albumin draws fluid into the vas¬ 
cular bed rapidly, thereby elevating the 
blood pressure very soon after the albu¬ 
min is given. Therefore, great care must 
be exercised in the use of 25 per cent 
albumin in casualties with penetrating 
wounds of the chest or abdomen. When 
gross hemorrhage is suspected, albumin 
plight well be withheld until the bleeding 
points are ligated. 

(c) Recent developments in the field 
of replacement fluids have not removed 
the necessity for whole blood transfu¬ 
sions. IWiereas plasma and albumin arc 
effective therapeutic agents in shock and 
burns, whole blood is still indicated in 
severe hemorrhage, secondary anemia 
from burns, infections, carbon monoxide 
poisoning, and many medical diseases. 

For military use, it is considered feas¬ 
ible to use both fresh whole blood and 
stored blood transfusions. In order to 
make fresh blood available in the “theater 
of ojierations,’’ the distilled water bottle 
from the Standard Army-Navy Plasma 
Package will be salvaged and utilized. 
After the water has been removed from 
this container to restore plasma to a 
liquid state, there remains a completely 
closed sterile container. The required 
amount of sedium citrate can be intro¬ 
duced into the Ixhtle and it is then ready 


for the collection of blood. The stopper 
is removed from the bottle atid the blood 
is collected by gravity through a rubber 
tube connected to the veiti of the donor. 
When the bottle is filled the stopper is 
replaced. Blood collected in this manner 
is administered within four hours after 
it is collected. An intravenous set sal¬ 
vaged from a plasma package j^rovidos a 
very satisfactory piece of equipment 
for dispensing the blood. The utiliza¬ 
tion of salvaged equipment from the 
used plasma package removes the neces¬ 
sity for transporting large quantities of 
transfusion apparatus to the “theatre of 
operation.” 

It may be necessary to have stored 
whole blood on hand for immediate use. 
Equipment will be provided in large 
fixed medical installations where whole 
blood can bo collected under a “dosed 
system” and stored in refrigerated boxes 
for a ])eriod of five to seven days. It is 
expected that most of the blood collected 
for stoi’age will be talcen from jrroyed 
Group 0 donors, thus making it possible 
to inject this blood into recipients of all 
types. Cross matching will be done in all 
cases when time permits, 

SUMWAKY 

The development and use of jdasina 
and human serum albumin by the Army 
have been presented. The type of cqnijn 
ment used by the Armed Services tor 
packaging and administering plasma, 
albumin and whole blood has been de¬ 
scribed. The indications and clinical use 
for these replaemnent fluids have been 
discussed. 

It is concluded that plasma and liiunan 
serum albumin are adequate i-eplaoement 
fluids for tlie treatment of traumatic 
.'shock and Inmis, and when used judi¬ 
ciously in conjunction with whole Iflood, 
as indicated, plasma and alimmin arc 
the most effective replacement fluids 
now available. 
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RESUME 

Le c)6voloppcmont et roinploi clu jilns- 
ma et dc I’albiimiiio do serum liumaiu 
sont relates par l’autoui\ Lo type dc 
routillajjc employe par Tarmee pour 
I’empaquotage et radnunistration du 
plasma, do I’allnimine et du sang outier 
est explique ct demontre par Keudriclc. 
Les indications i)our I’emploi clinique 
de cos fliiides de romiJlaccment sont 
formnleos, 

L’autcnr concluo quo le plasma et 
ralbnmino sereux hnmain suffisent pour 
le traitemont du choc traumatique ct 
aiiRsi pour le traitoment des brulures. 
II affirmo qu’employos jndicieusement et 
en conjunction avee lo sang entier, le 


plasma et Valbumine sont les meillenrs 
flnides dc remplacemcnt que nous pos- 
sedons actuellement. 

SUMARIO 

El adelanto en el, y el nsa del plasma 
y del sucro-albnmon Immano on los 
ejcrcitos ban sido aqiu presontados. 

El inetodo y equipo en nso en los ser- 
vicios dc los ejcrcitos para el empaque 
y para la administracion del plasma, el 
albumen y de sangre completa son trata- 
das en detalle. 

Los indicacioncs y el nso clmico de 
cstos fluidos de reemplazo ban sido dis- 
cutidos. Se dice on conclusion qnc el 
plasma y cl sncro-albnmen Immano son 
fliiidos adecuados para el reemplazo y 
para el trafamiento del choquo trau- 
nuitico y do qnemndnras, y si emplcados 
discretamente on conjnnto con sangre 
total, segnn indicacioncs, cl plasma y cl 
allmmen son los mas ofectivos fluidos de 
reemplazo quo hasta nbora existon. 

Buboali 

Sacci. onneano pasniiTiie npnMeneiiiia n 
apfitnit n.;ia3fifu n »ie-7one»feci*aro cuBOpoTon- 
iiaro (5e.)iKa. Onneana annapaxvpa, yno- 
xpeCjuieMaa apiijieft A.iin ynaiconuii ii npn- 
MeiieiiiiH n.ia3Mu, Ge-xica n Been Kponii. 
Taoce pasoGpanu yKa3anna ir K.xHinpiccKoe 
ynoxpeGjieiiiie axji.x saMeuiaioinnx Bcinnoc- 
xeft. 

Anxop saKJiioHaex, 'ixo npii AeTciiiiu xpan- 
.Marii'iecKaro uioira h oiuoroo, H.;7a3.Ma ir 
CMBopoxoRiiLifi Ce.iOK O'leni. xopouin. Oco- 
Geiino, ecjiii ecxi. yKasaniie na nepe.xuB 
Kponn, TO 3TH HaiAKOcxir, ec.in npaini.xL- 
iio npiiMenenbi, asaaiOTCa casiUMii ayaniiufii 
A-XH coDMeexnaro ynoxpeG.ieniia co ncert 
KPOBI.IO. 
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SERVICE FOR FIELD OPERATIONS 

WASHINGTON, D.C. 


I HAVE been asked to discuss gas cas¬ 
ualties. By tbe term “gas casualty,” I 
shall refer to human subjects injured 
or made ill by the effects of a war gas or 
chemical agent. Since I am not by pro¬ 
fession a physician, I shall make no at¬ 
tempt to describe to you in detail the 
pathologic or clinical findings in these 
cases, nor shall I discuss their treatment. 
I shall instead confine my remarks to a 
geijei'al description of the effects of the 
more important chemical agents upon 
the human subject, and try to give you 
, some idea of their effectiveness when 
' cniijloyed as an instrument of war. 

Many hundreds of poisonous chemical 
compounds have been investigated but 
relatively few fulfil the requirements for 
an effective war gas. These fall into five 
physiologic classes, but the boundary 
lines between them are not sharp. There 
are a number of chemical agents which, 
while belonging 23i'iinarily to one class, 
may produce the effects of agents of one 
or more other classes. The fir.st of these 
classes includes the lacrimators, or tear 
gases, wliieh act almost exclusively upon 
the eyes to produce pain, spasm of the 
lids, a flow of tears and temporary inter¬ 
ference with vision. In high concentra¬ 
tions they will also redden and irritate 
the hot .sweaty skin. Their effects last 
only a few minutes and tliey are used 
chiefly to harass the enemy. Their 
casualty efiect is nil. 

•Pre-ciitcJ .Tt till’ Fourth Iiitcrn.utioiial .Assembly 
Ilf till- Iiitoruatiiii'.al (’oliepe of Surueuiis, held in 
Neiv York. .luue. 1943. 


The second class is composed of the 
vomiting gases. These are arsenical 
smokes which induce sneezing, swelling 
of the nasal mucous membranes, a jiro- 
fuse watery discliarge from the nose, 
pain in the sinuses and teeth, and a raw 
soreness in the windpipe, followed by 
nausea and vomiting and considerable 
mental depression. These effects, as you 
may well imagine, make it difficult for the 
victim to wear a gas mask. A man fully 
affected bj’- a vomiting gas looks and 
feels about as miserable as a human speci¬ 
men can. Fortunately, however, he is not 
seriously injured, and it has been demon¬ 
strated many times that he is still capable 
of strenuous physical exertion. If lie can 
be induced by inspiring leadcrshiii to 
carry on, he can do so without injury to 
himself and the effects generally pass off 
in a few liours. Tlie casualty effect of 
these gases is practically nil, but tlieir 
hai'assing value is high. 

The third class, the choking gases, 
is an important one from the casualty 
standpoint. These gases act primarily 
on the lungs, where in addition to other 
destructive effects, they induce pulmon¬ 
ary edema which seriously interferes 
with gaseous exchange. The oxygen ol 
the blood falls and a series of symptoms 
closely resembling shock supervenes. 
Death is due to an intense want of oxy¬ 
gen by the body tissues, which usually 
culminates in a failure of the circulation. 
The most successful of these gases in 
World War I were fdiosgene and chlor¬ 
ine. In high concent rations they are 
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rapidly letlial to men without gas masks, 
but as employed against American troops 
in the first World War, the mortality was 
low, under 3 per cent. Among the 8700 
such cases hospitalized in France, the 
mortality after reaching hospital was 
very low; only 73 total deaths were re¬ 
corded, or less than 9 deaths per 1000 hos¬ 
pital cases. It is clear that many of these 
patients die before reaching hospital, 
some on the battlefield before medical as¬ 
sistance can get to them. The peak of 
mortality for the lung irritant oases oc¬ 
curs in first twenty-four hours, and if the 
patient suiwives to reach the hospital he 
has a considerably improved chance for 
recovery. The choking gases were re¬ 
sponsible for 23.5 per cent of all definitely 
classified A.E.F. gas eases hospitalized 
in France. 

The king of all war gases, mustard 
gas, belongs to the fourth class. They 
are known as the blister (or vesicant) 
gases. These are liquid chemical agents 
whieh vaporize slowly to highly toxic 
vapors. Either the liquids or the vapors 
burn and injure any part of the body 
tliey contact. The eyes and respiratory 
tract are particularly susceptible but the 
skin as well is reddened, burned and 
blistered. Wlien they are ingested by 
swallowing contaminated saliva, food or 
water, they violently irritate the gastro¬ 
intestinal tract and produce all the at¬ 
tendant symptoms of pain, nausea and 
vomiting. IWien the respiratory tract is 
seriously injured, it becomes very sus¬ 
ceptible to infection. Secondary broncho¬ 
pneumonia was responsible for nearly all 
the deaths due to mustard gas in the 
World War. 

There are a number of vesicant war 
gases. Tliey may be grouped roughly 
into three main groups: the mustards, 
which are compounds containing sulfur; 
tile nitrogen mUstards, whieh are com¬ 
pounds containing nitrogen; and the 
arsenical vesicants, which arc compounds 


of arsenic. The most effective of the 
arsenicals, lewisite, has not yet been used 
in war (unless recently by the Japanese), 
nor have any of the nitrogen mustards. 
However, all these latter agents are 
known to have a more powerfully de¬ 
structive effect on the eyes than mustard 
gas, and they are equally or more dam¬ 
aging to the respiratory tract. 

Unfortunately for the victim, with the 
exception of the arsenical vesicants, 
these agents are very insidious in their 
action. They produce no immediate pain 
and some have almost no odor. The 
victim may bo severely or even fatally 
injured without realizing that he is being 
exposed. In investigating industrial 
mustard gas accidents one cannot help 
being impressed with the fact that the 
vast majority of the patients did not have 
any idea they were contaminated and 
being burned. Pain and reddening of 
the skin do not begin for some hours, 
long after the damage is done. Even 
liquid mustard in the eye is only mildly 
irritating for the first hour, yet'tho dam¬ 
age is irreparably done in the first five 
minutes. 

On the other hand, the arsenical vesi¬ 
cants, of which lewisite is the prototype, 
cause instantaneous excruciating pain 
upon striking the eye, with immediate 
spasm of the lids. Stinging pain is felt 
within 2 or 3 minutes after liquid lewisite 
contaminates the skin. Its vapor is like¬ 
wise quite irritating to the eyes and 
respiratory tract and practically com¬ 
pels wearing of the gas mask. It is there¬ 
fore probable that if troops escape the 
liquid lewisite, they may have sufficient 
warning from its irritating vapors to 
mask in time to avoid serious injuries 
of the eyes and respiratory tract. 

Those arsenical vesicants induce seri¬ 
ous or fatal arsenical poisoning by ab¬ 
sorption through the sktu in n ■ nlo Tt- 
is not knomi w 
serious in nia 
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has yet been widely burned with lewisite. 
It is laiown, however, that lewisite rajD- 
idly penetrates the lunnan skin and 
theoretically the systemic absorption of 

1 to 2 cc. of lewisite conld be fatal. 

Some of the nitrogen miistards are 

likewise fatal to animals by absorption 
through the skin, but here comparative 
data in man are lacking. We should be 
glad to determine this if any of you 
gentlemen are willing to volunteer as 
test subjects. 

Mustard was certainly the king of all 
gases in World War I. It accounted fo’’ 
three-fourths of all classified A.E.F. gas 
casualties hospitalized in France, and 
for about 90 per cent of all classified gas 
deaths in hospital. There were nearly 
28,000 known mustard gas cases with 
about 600 deaths, a case fatality of about 

2 i)er cent. 

The fifth class of chemical agents is 
known as the blood and nerve poisons, 
since their local effects are minimal, and 
their jmisonous properties become mani¬ 
fest only'after absorption in the general 
circulation. The only ones emiiloyed to 
any extent in World War I were arsine 
gas and hydrocyanic acid gas. 

Arsine acts in a number of ways in the 
body, widely inhiljiting enzyme systems, 
))nt it numifests itself clinically chiefly 
by its .striking effect upon the red blood 
cells. In severe eases it causes wide¬ 
spread liemolysis and much of the lib¬ 
erated lie/noglobin is jmssed in the urine, 
lleinoglobin concentrates in the kidneys 
and may block the tubules and lead to 
kidney failure. The subject suffers chills, 
nervousness, exhaustion and collap.so 
durinc the stage of hemolysis, lie soon 
develops anemia, and in the course of a 
few hours jaundice begins to appear. 
Tins may progress until he is deeply 
jaundiced. If he survives the acute 
staves of the poisoning he may then de¬ 
velop typical symptoms of arsenic j^oi- 
soiiing. The vast majority of cases. 


however, are less severely affected and 
actually the mortality among the hos- 
13italized A.E.F. cases in the World War 
was extrejuely low. There v'ere only 
three deaths among the 577 cases, a nmr- 
tality of onlj^ i/k per cent. 

Other classes of chemical warfare 
agents such as the screening smokos and 
incendiaries may cause incidental in¬ 
juries to troops, but they are not used 
primarily for that purpose. Certain 
other gases incident to war, such as car¬ 
bon monoxide and nitrous fumes, may 
cause occasional poisoning, but these are 
not classed as agents of chemical war¬ 
fare. 

It is apparent that while chemical war¬ 
fare agents caused a large number of cas¬ 
ualties, they did not cause many deaths 
in the first World War. Nearly ono- 
third of all the A.E.F. battle casualties 
hospitalized in France were due to war 
gases. The mortality among these cases 
was only 1% per cent. The hos])ital mor¬ 
tality among those wounded by other 
weapons was 8.1 per cent. A much more 
striking picture is obtained if those killed 
in action or dying before reaching the 
hospital are included. The overall gas 
mortality then becomes almost exactly 
2 per cent, while the mortalitj^ duo to all 
other weapons is 24 per cent. The ratio 
of all other wounded to gassed cases is 
therefore 2 to 1 but the ratio of deaths 
is 12 to 1. 

Since it I’equires a medical staff of 
about four men per hospitalized casualty 
to acco 2 npli.sh evacuation and to care for 
the casualty during the peilod of hos¬ 
pitalization, a large number of wounded 
is a serious encumbrance to an ai'niy. 
Therein lies one of the important tactical 
values of chemical weapons. Based on ex¬ 
perience in the last war, one may say they 
wound but they seldom kill. The average 
stay in hospital for gas cases is, however, 
less than half that foy other battle in- 
jurie.s. Nearly three million man fighting 
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days were lost by the A.B.F. due to gas, 
and the average case remained in hos¬ 
pital forty-two days. This compares 
with an average stay of ninety-five days 
for non-gassed wounded. 

Time does not iiermit me to analyze 
for you the disabilities resulting from 
gas, but it may bo said that only four 
cases of total blindness resulted in the 
A.B.F.; there were eleven times that 
many eases caused by other weapons. 
There were only twont 3 ’-nine cases of 
loss of vision in one eye due to gas and 
fort}' times that many due to other 
weapons. Not a single case of loss of 
limb or joint was duo to gas. 

It is a matter of pure speculation to 
predict the types and rates of gas casu¬ 
alties in the present war, if gas warfare 
is initiated. Certainly gas will not be 
used piecemeal as it was in the last war. 
It is likely that enormous quantities of 
gas will be dumped on opposing forces 
from the outset. The airplane will so 
greatly increase both the capacity and 
range for the dissemination of chemicals 
that chemical warfare operations in this 
war can scarcely be compared with the 
last war. The only targets which could be 
reached by gas weapons in the last war 
were those in the forward combat areas 
and chemical casualties were almost 
wholly limited to those areas. In this war 
there is no such limitation. Targets may 
and doubtless will be selected in any 
strategic area that can bo reached by 
bomber planes—not one plane but hun¬ 
dreds of planes. 

Attacks may actually be more frequent 
in rear military areas than in the for¬ 
ward zones, and neither port facilities, 
naval bases, railway centers nor war fac¬ 
tories will be immune. There seems little 
doubt that tlie enemy may attempt to 
terrorize the civilian populace with gas 
if it seems opportune to do so. 

Planes can now spray vesicant gas 
like rain over a wide area. This falling 


spray presents a serious hazard to the 
unprotected eyes and skin, and the vapor 
that rises from it would damage the un¬ 
protected eyes or respiratory tract in a 
very few minutes. Contaminated cloth¬ 
ing would have to be shed quickly to 
avoid severe body burns, unless the 
clothing were heavy woolens and the 
contamination very light. 

Aerial bombs charged with gas can be 
carried with the same facility that high 
explosive bombs are now carried, and 
many tons of gas can be dumped on the 
selected target in the space of a few min¬ 
utes. It seems probable that an objective 
will seldom be attacked with gas bombs 
alone but that these will usually be mixed 
with high explosive demolition bombs 
and incendiaries. The difiiculties of the 
(ire fighters and rescue squads will be 
enormously increased under those cir¬ 
cumstances and high casualty rates seem 
inevitable. 

Veiy liigh crash concentrations of the 
lethal systemic poisons and lung irritant 
gases now appear possible with heavy 
airplane bombs, and it seems probable 
that the low mortalities obtained with 
those agents in the World War may bo 
surpassed in this war. 

Not much can be said about tlie now 
war gases because of necessary military 
secrecy, bnt certainly the nitrogen mus¬ 
tards present greatly increased dangers 
to the eyes. 

A gas attack of any significance upon 
continental United States seems mili¬ 
tarily impossible at this time. The Allied 
Nations have no intention of initiating 
gas warfare but should the Axis Nations 
decide to do so they will find ns well 
prepared. 

SUMMAnV 

Chemical agents are classified, accord¬ 
ing to tlieir effects upon the huma sub¬ 
ject, into five physiol i ) 

tear gases, which ae 
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produce tears aud teuiporary interfer¬ 
ence with vision; (2) vomiting gases, 
arsenical smokes which atfect the nasal 
jDassag-es, sinuses and windpipe and 
cause nausea; (3) lung choking gases 
which produce pulmonary edema; (4) 
blister (or vesicant) gases, which atfect 
skin, eyes and respiratory organs; (5) 
blood and nerve poisons which are 
absorbed into the general circulation. In 
the present wav, danger from chemical 
warfare is increased since the airplane 
augments both the capacit 3 >- and range 
for the dissemination of chemicals. 

BESUME 

D’apres leurs actions sur les tissus 
humains, les agents cbimiqucs sont en 
cinq groupes physiologiques: (1) les 
gaz lachrymogenes qui occasionnent le 
larmoiement et un trouble temporaire de 
la vue; (2) les gaz sternutatoires, les 
vapeurs et fumees arseuicales qui agis- 
' sent sur les voies nasales, les sinus, le 
arynx et la trachee; (3) les gaz qui 
..irritent les poumons et qui deteiminent 
I’oedeme pulmonaire; (4) les gaz vesi¬ 
cants qui agissent sur la peau, les yeux 
et les organes respiratoires; (5) les 
poisons systemiques qui sont absorbes 
par la circulation vasculaire. Dans la 
guerre actuelle les dangers de la guerre 
chimique se trouvent accrus vu que 
I’aeroplane augmente la capacite et 
I’etendue de dispersion et de nocivitc 
des agents chimiques. 

SUM.4K10 

Los agciites quhnicos son clasibcados 
segun los efectos producidos eJi el sis- 


tema humano y agrupados asi; (1) gas 
de lagrimas, que, como el nonibro lo 
indica, causa lacrimaeion y falta do 
vista (2) gases estornutatorios, luunos 
arsenicales que irritan los pasages 
respiratorios, nariz, sinus-accesorios y 
la traquea; (3) gases irritantes a los 
23ulmoiies y que causan edema puhuonar; 
(4) vesicantes gases, que daiian lo piel, 
ojos y organos de la respiracion; (5) 
venenos sistemicos que penetran la eir- 
culacion general. 

En la guerra actual, el peligro del 
uso de agentes quimicos aumonta, ya quo 
los aereoplanos aumentan la capacidad 
para la diseminacion de los productos 
quimicos. 

B 3aniic]iMocTii or ux BJiiiaiuoi na 
neaecKinl opramiSM xnMiniecKne Bcj’sccrna 
pa3;^eJIeHLI na naxt ([)n3iio;ioni'iecKi!x 
rpynn; 

1. C.3e3HLie rasBi, icoToptie nopaacaioT rjia~ 
3a n npoii3Bo;;aT c;ie3i>i ii npcMCtiiio McmaiOT 
spemno. 

2. B^uxaTejiBiiue raai.i, .Mt.iitn>Bi:oBUii Ai'™/ 
KOTopBie AoficTByioT na iioconiJe npoxoAU. 
ciiirycti II rpaxeio. 

3. Hero'iHwe pa3Apa/icnTe.-7Mn.ie raan, 
npon3BOAaiuiie orei: ;ierKnx. 

4. OGa;nraiou;ne (npoiisnoABuoie ny3i.i- 
pii) raBBi, KOTopBie nopaacaiox icoacy, oaaa 
II AwxaTeJiBiii.ie opraiiH. 

5 . OGmiic cncTeMHBie bam, icoxopMC no- 
r.ioiii,aiOTcn oGiuii.m KponoodpacuciiiicM. 

CaMOBCTM yne.in'iiiBaiOT onaciiocri. xhmii- 
■lecicofi BonriM b iiacTOiiiaec npcMii, noTOMy 
>iTo OHii yne.imniDaiOT ican ko-tii'icctbo, xai; 
II paacTOBiiiia pocnpocTpaiicinifi xmiii'icc- 
Kii.x nemecTB. 
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Anesthesia during the Circumstances of War* 


E. A. ROVENSTINE, M.D, 
NEW YORK CITY. N. Y. 


T he essayist who proposes to ex¬ 
amine official reports, personal 
communications and the medical 
literature as a means of determining the 
anesthetic practices most efficacious in 
war circumstances should expect disillu¬ 
sionment. If he is handicapped, as I am, 
by lack of experience other than that 
obtained in modem civilian hospitals, 
unwarranted conclusions may be formu¬ 
lated. It mil be the purpose in this 
discussion, therefore, to review critically 
recent recommendations from those with 
actual experience or by those with ad¬ 
vanced knowledge of the subject. 

In the beginning it should be pointed 
out that the ideal, from the military 
standpoint, of selecting from among the 
vast array of anesthetic drugs and meth¬ 
ods one or two that would fit the needs 
of war practice seems not to have been 
realized. Kesults with one or another 
agent or technic that are praised in one 
combat area have been condemned else¬ 
where. Moreover, all the drugs and 
methods in merited use for civilian prac¬ 
tice have found their way to the battle 
areas, and none has gained supremacy to 
exclude all others. 

Optimum anesthesia for the present 
conflict will be determined by trial and 
error. The e.xperiences in anesthesia 
from the first World War, at least those 
of the United States Army Medical 
Corps, are of very little value. The chap- 

•Presented at the Fourth International Assembly 
of the International College of Surgeons, held in 
New York, June, 1043. 


ter written by the anesthetists of the 
A.E.P. excites little pride in their 
achievement. Except in a minority of 
medical units, failures were too com¬ 
mon, and when peace came, the proper 
anesthetic management of many of the 
war wounded was undetermined. No 
solution was reached in the problems 
of pain relief or surgical anesthesia for 
those in shock or witli shock impending, 
those with severe circulatory depression 
and those with chest or cranial wounds. 
The respiratory emergencies such as 
atelectasis or hypoxia from any cause, 
fluid depletion, nonsurgical pain, con¬ 
vulsive states and other conditions which 
are often considered the responsibility 
of the anesthetist were inadequately 
handled. It is true that the war ex¬ 
periences ivere responsible for many 
advances in surgery and later improve¬ 
ments in anesthetic practices, but for the 
most part these came too late to benefit 
many of the victims of war weapons. It 
is true also that, following the peace, 
anesthetists gathered their war experi¬ 
ences to produce notable contributions to 
anesthesia. The classical “signs of anes¬ 
thesia” were conceived and later elabo¬ 
rated by Guedel while he was faced with 
the necessity for some guide for army 
hospital anesthesia technicians. The sig¬ 
nificance of respiratory obstruction and 
the value of the endotracheal type air¬ 
ways, which impressed Rowbotham,and 
Magill, among others, while they/ 
for war ipm 

vive intoife' ■ 1.. 
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avoid obstructed airways. The universal 
appreciation of oxygen enriched at¬ 
mospheres dui'ing anesthesia and for 
patients with respiratory diseases was 
based to some extent upon war experi¬ 
ences. The early recognition and treat¬ 
ment of surgical shock, the avoidance of 
fatal atelectasis during open chest opera¬ 
tions and many more notable advances 
in anesthesia could be cited as improve¬ 
ments following war experiences, but it 
must be admitted that the war did little 
more than focus attention on the need 
for such improvements. 

There have been many important ad¬ 
vances in both the art and science of 
anesthesia during the peaceful years. 
New drugs are being used, drugs that 
have not replaced older agents of merit 
but have increased the choice and per¬ 
mitted more careful individualization of 
the agent for the patient and operation. 
New and improved technics and ap¬ 
paratus are available and competent 
experienced anesthetists are more plenti¬ 
ful. There is no doubt that we are better 
equipped now for war anesthesia than 
at any time in the past. However, the 
Icnowledge and recommendations for the 
use of old and new drugs and methods 
are largely those from proficient anes¬ 
thetists working under the most favor¬ 
able circumstances. This knowledge and 
these reconunendations cannot be trans¬ 
ferred to mobile warfare where condi¬ 
tions exist which are remote from the 
refined, exacting surgical practices to¬ 
day, or which may require that opera¬ 
tions be completed by inexperienced 
surgeons and anesthetics administered 
by anyone available. 

BAI1BITUK.A.TES 

Present reports on anesthesia from 
the combat areas are frequently not 
associated with careful observation. 
As a consequence they may be sum¬ 


marized generally as incomplete, incon¬ 
clusive and contradictory. No definite 
outline for anesthetic practices is avail¬ 
able. For example, the use of intra¬ 
venous barbiturates which have gained a 
merited popularity in civilian practices 
is severely condemned by some with war 
experience and enthusiastically praised 
by others. An examination of these re¬ 
ports indicate that if used properly the 
intravenous barbiturates (pentothal 
sodium is definitely preferred in prac¬ 
tically all reports) have a definite useful¬ 
ness in war circumstances. It has been 
learned that when these drugs are given 
intravenously one of two results may be 
had. First, a small amount may be 
used to produce unconsciousness with no 
aim at full barbiturate anesthesia. 
Second, the drug may be given, without 
plans for complemental use of other 
agents, for relaxation or long continued 
surgical anesthesia. The margin of 
safety, the convenience and the many 
desirable features of intravenous bai*- 
biturate anesthesia as it may be used in 
the first instance recommend it strongly 
for present military use. "Wlien used for 
eomplete anesthesia it must be recog¬ 
nized that the barbiturates are only ap¬ 
plicable for good risk patients who 'wnll 
not be subjected to prolonged severe 
surgical trauma or considerable blood 
loss. Bad risk patients, particularly 
those %vith circulatory impairment, do 
not tolerate such anesthesia, nor can it be 
used to supplement procedures, such as 
spinal or any other anesthesia, which 
have affected circulation adversely. It 
has been determined that the intra¬ 
venous barbiturates depress circulation 
and render the respiratory center loss 
sensitive to its normal stimulus, carbon 
dioxide, when given in large doses.’ 
There is experimental and clinical evi¬ 
dence that full anesthetic doses of these 
drugs are not tolerated well by labora¬ 
tory animals or patients with circulatorv' 
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impairment from trauma or hemor- 
rhage.^ It seems likely that the place 
the intravenous barbiturates will occupy 
in war practices, although not com¬ 
pletely determined, will be one of great 
usefulness for inducing anesthesia, for 
complementing local or regional anes¬ 
thesia and to complete operations of 
short to moderate duration for indi¬ 
viduals in good physical condition. 
Numerous reports from'' England, the 
African and Southwest Pacific areas in¬ 
dicate that pentothal sodium is being 
used widely in this fashion with gratify¬ 
ing results. The aged should not be sub¬ 
jected to deep anesthesia ■with these 
drugs and their hazards are greatly in¬ 
creased in children. 

NITEO'OS oxmn, ethylene and 
OYCLOP aOPANE 

The gases, nitrous oxide, ethylene and 
cyclopropane are not likely to play an 
intensive role in military use except in 
areas where steel containers, oxygen 
and modern appliances for their admin¬ 
istration are available. However, in 
modern war most victims of combat are 
treated in hospitals located far from the 
fighting lines. These include the civilian 
war casualties and those evacuated for 
definitive treatment. There can be no 
argument against supplying the best 
hospital anesthesia service available for 
these wounded. Transportation may 
obviate the use of gases for mobile war¬ 
fare, but it will not often be an insur¬ 
mountable obstacle otherwise. The most 
condemning argument for not using the 
gases as they are used in civilian prac¬ 
tice is the lack of sufficient numbers of 
well trained personnel. The gases can¬ 
not be used by just anyone who has given 
clinical anesthesia. The technics are ex¬ 
acting and the dangers in the hands of 
the inexperienced are great. Nitrons ox¬ 
ide and ethylene are relatively nontoxic 


drugs ■with, however, a narrow margin of 
safety from the standpoint of the as¬ 
phyxia that frequently is a part of 
anesthesia- when they are used. This 
factor together ■with their meager po¬ 
tency relegates them to instillations with 
qualified anesthetists. Cyclopropane, 
the most recent addition to the gases, has 
not been fully evaluated for patients in 
poor physical condition and those 'with 
recent trauma or hemorrhage. However, 
increasing experience points toward this 
drug as having a definite usefulness for 
the patient in shock or impending shook. 
The rapid induction and recovery, ade¬ 
quate oxygen and a favorable effect upon 
circulatory depression are features of 
cyclopropane anesthesia not to be found 
with other inhalation agents.’The liberal 
use of cyclopropane during the present 
conflict has not been reported. Hr Eng¬ 
land the drug is scarce and, for the most 
part, reserved for use in thoracic sur¬ 
gery where it has been found to be ex¬ 
ceptionally useful.® Another theater 
having an inadequate supply of cyclo¬ 
propane but finding it valuable was that 
occupied by the Australians in Africa.'* 

EIHEE AND CHLOEOFOEU 

The volatile agents, ether and chloro¬ 
form, played the major role in anesthesia 
during the first World War. Ether 
stands high as an anesthetic agent under 
such circumstances as war imposes. 
Ether anesthesia is not more desirable 
than properly administered anesthesia 
TOth other agents from the standpoint of 
morbidity and mortality, but when the 
inexperienced need to be pressed into 
service there is much less chance (the 
results of such anesthesia are governed 
largely by the laws of chance) of com¬ 
mitting grave errors with ether. No 
other agent can be used as carelessly or 
improperly and be reward ’ 
good surgical results and 1 
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There are better methods for admin¬ 
istering ether than by “open drop” and 
these should be employed ■whenever pos¬ 
sible, but anyone acquainted with anes¬ 
thesia as practiced in many hospitals in 
America today would be remiss if he did 
not place “open drop ether” first for use 
by those with no or a limited experience. 

Chloroform, because of its potency, 
ease of administration and nonexplosive¬ 
ness, will have a definite appeal for mili¬ 
tary anesthetists. It is not used by the 
Army Medical Corps here, but in Eng¬ 
land, where it is regularly found in 
eveiyday use, it is employed. It is not as 
popular with the British, as determined 
by reports, as it was at the beginning 
of the war. It is being replaced by bar¬ 
biturates, cyclopropane, when possible, 
and spinal anesthesia. The question 
whether chloroform, because it may pro¬ 
duce fatalities from liver necrosis, renal 
insufficiency or cardiac effects, is to be 
absolutely avoided for surgical anes¬ 
thesia is not settled. The infrequency of 
such complications when it is given by 
those familiar -with its use indicates that 
it may have a definite usefulness in anes¬ 
thesia. It should be avoided except where 
there is a specific need for a drug with 
maximum potency, noninflammability 
and rapid recovery, and by those un¬ 
familiar with its action. Chloroform is 
considered indispensable by the Na-vy 
because of the small bulk needed and its 
noninflammability. 

TRICHLORETHVLEXE 

Triolene is the British trade name 
given to trichlorethylene, a volatile agent 
being employed in England and to some 
extent here. This drug is noninflam¬ 
mable and can be given by simple tech¬ 
nics. It has been i-ecommended to replace 
chloroform when it is necessary to ad¬ 
minister a noninflammable agent by 
means of a machine: for example, in 
diathermy fiperations on the throat and 


upper air passages. The drug has a 
limited solubility in body fluids which 
may be desirable from the standpoint of 
overdosage but it also makes satisfac¬ 
tory anesthesia difficult in manj’- cases. 
The drug has not yet been used clinically 
or tested sufficiently in the laboratory to 
evaluate its cardio-respiratory effects. 
The respiratory rate is increased but 
respiratory excursions are shallow. The 
heart rate is slowed, arrhythmias have 
been noted, and there is often an insta¬ 
bility of the systemic blood pressure. 

^^:XETHEXE AND EIHYL CHLORIDE 

Vinethene and ethjd chloride, other 
volatile agents, have a limited place in 
civilian anesthesia practices. Their lim¬ 
itations need no discussion. It is unlikely 
that they would be specifically indicated 
for mobile military installations if the 
other agents discussed were available. 
No reports have been reviewed with par¬ 
ticular recommendations for their use in 
the present circumstances, 

A question of some magnitude that 
may influence the anesthetic practices 
with the armed forces is the explosion 
hazard with many of the agents. This 
danger is not so important from the 
standpoint of accidents during clinical 
use but it is the bigger problem of trans¬ 
port and storage. Eeference is made to 
the subject for completeness only. Such 
decisions cannot be made by the unin¬ 
formed physician. 

MORPHINE 

Moi'phine and other opiates liave been 
used universally for preanesthetic medi¬ 
cation. Most oBen the}^ have been com¬ 
bined with atropine or scopolamine and 
given liypodermieally some time before 
anesthesia is to be induced. This prac¬ 
tice has been found unsatisfactory in 
many instances wliere large numbers of 
casualties wore to be treated surgically 
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without the benefit of definite or planned 
operating schedules. The time honored 
dose of “% grain by hypo” due to the 
slow and uncertain rate of absorption is 
giving way to larger amounts admin¬ 
istered intravenously. 'When given by 
vein in quantities sufficient for full effect 
without dangerous respiratory depres¬ 
sion, morphine can be used to carry most 
of the burden of anesthesia. If scopola¬ 
mine is combined mth it amnesia results. 
Eecently substitutes for morphine have 
been prepared which have a more favor¬ 
able effect upon respirations. The Ger¬ 
man Army employs one of these known 
as Bukodal. “Bukodal is given intra¬ 
venously with scopolamine and a vaso¬ 
pressor of the ephedrine type in amounts 
which produce profound ‘twilight sleep’ 
for several hours. Circulation and respi¬ 
rations are not unduly depressed and 
many surgical procedures may be com¬ 
pleted '(vithout additional anesthesia. 
When one is needed ether is chosen, and 
very little is required.’” An analgesic 
introduced in Germany as Dolantin, 
know in England as Pethidine and here 
as Demerol, has been used as a substi¬ 
tute for morphine. It does not depress 
respirations as do comparable amounts 
of morphine, the other side effects are 
less frequent and no more severe. 

TECHNICS 

It rarely follows that the agents used 
for inhalation anesthesia are more im¬ 
portant to the outcome than are the 
technics employed. The high accom¬ 
plishments of inhalation anesthesia dur¬ 
ing recent years in addition to the 
introduction of cyclopropane, are closed 
rebreathing or absorption of csrhun 
dioxide from anesthetic atmospheres mm 
the development of technics nsimrmdr- 
trachael airways. Cycloprcu.ine- mr 
carbon dioxide absorbers mirrmeir'r 
be limited to certain nonvi-riiTe 


but the endotracheal airway and laryn¬ 
goscope should be a part of every anes¬ 
thetist’s equipment anywhere. The dan¬ 
gers from respiratory obstruction cannot 
be overcome by anesthetic drugs. Main¬ 
taining an airway will provide the 
necessary means to prevent anesthetic 
deaths more often than stimulants, oxy 
gen or resuscitators. During coma 
severe circulatory depression, profount 
anesthesia, thoracic, head, face and necl 
operations the endotracheal airway ant 
a proficiency in its use may often providi 
the difference between safe, satisfactorj 
anesthesia and dangerous, inefficien 
anesthesia, regardless of the drugs em 
ployed. The Medical Corps of the Unitec 
States armed forces recognize the valut 
of endotracheal airways and have madt 
them a part of the standard equipment 
Regional anesthesia has a definitt 
appeal in mOitary surgery. The equip¬ 
ment is readily available. Fires and ex¬ 
plosions, transportation and many other 
factors incidental to anestliefio supplies 
are overcome with the syringe, needles 
and solutions required, iloreover, the 
various technics for employing local 
anesthetic drugs provide a wide selec¬ 
tion to meet vaiyir-g circumstances. 
Among the regir-md methods, spiaai 
anesthesia enjoys me grc.ater popnlarirv 
There is no need t-' discuss the use n: 
spinal anesiicfii in modem crrddm 
surgical rrarn'.-.'. Moreover. wfA dr. 
preferen.-v ■-'lirarry surgeon; nr- 
thefeis es:;iblishe-.i. is^ r-; - 

wanimi v.iil cvciice to re nm ''' 

Te^ of most —■n-r; ■' ^ ■ 
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companies spinal anesthesia for abdom¬ 
inal surgery may be combatted with 
vasoconstrictor agents in tbe patient wbo 
is not in shock. In patients wbo have 
suffered hemorrhage or sevei*e trauma, 
vasoconsti’iction is already intense and 
imposing vasomotor paralysis merely re¬ 
moves a mechanism for defense against 
circulatory collapse. 

Infiltration of local anesthetic drugs 
at the site of the operation is often con¬ 
sidered when surgery is to he completed 
for patients in poor physical condition, 
especially from blood loss, trauma, or 
other serious physiologic impairments. 
Where such injections can be made with 
a safe amount of drug so as to provide 
adequate operating conditions, the only 
objection to their use is the ps 3 ’'ehie effect 
of surgery on the conscious patient. 
There is some indication that war cir¬ 
cumstances imposes psychologic injuries 
often which are not common to civilian 
practice. The emotional crisis of aerial 
warfare, the separation from friends 
and relatives, the inevitable confusion 
and strange surroundings together with 
physical fatigue and mental trauma is 
poor preparation for the surgical pa¬ 
tient, and he is less likely to have the 
lethargy or emotional control to permit 
surgery if he is conscious. Reported ex¬ 
periences indicate that general anes¬ 
thesia is to be prefei'red if it can be used. 

The use of regional nerve blocks has a 
definite place in wartime surgery. The 
most serious drawback remains the tech¬ 
nical difficulties encountered in perform¬ 
ing the injections. Nerve blocks are not 
satisfactory in a large percentage of 
cases, unless applied by those ^vith special 
skill and experience. The most optimistic 
reports on regional anesthesia have come 
from the Russian (a few from French) 
experiences. ^ arious nerve blocks are 
used widely in these armies with satis¬ 
factory results. It would seiwe no useful 
purpose to enumerate the many nerve 


blocks that can be employed since they 
include all parts of the body. It should 
be remembered that motor function is 
temporarily depressed with adequate 
nerve blocks and that they may serve 
this‘purpose and be combined with a 
light degree of general anesthesia. Prob¬ 
ably the greatest use for regional anes¬ 
thesia for the wounded is the therapy of 
pain. Such procedures as paravertebral 
blocks for fractured ribs, mandibular 
blocks for fractured mandible, brachial 
plexus blocks for injuries to the shoulder 
or arm, intramuscular injections for 
myalgia or contractions, the local injec¬ 
tions for sprains and at the site of frac¬ 
tures are especially useful in transport¬ 
ing patients and to avoid large amounts 
of opiates. One is led to believe that 
these procedures are not being used as 
frequently as might be indicated. 

suMMAny 

The ideal method for anesthesia dur¬ 
ing war circumstances is undetermined. 
Various drugs and technics are proving 
of value, and none that has a merited 
usefulness in civilian practice need be 
avoided. The use of intravenous bar¬ 
biturates is being widely investigated 
for the war wounded "with promising re¬ 
sults. Their technical application is 
being adjusted to meet the needs of mili¬ 
tary use. Ether remains the choice of 
many. Regional anesthesia by local in¬ 
filtration or nerve block is proving of 
value. Spinal anesthesia is being avoided 
for the seriously wounded. The gases 
nitrous oxide and cyclopropane are use¬ 
ful in nonmobile installations. The im¬ 
portance of the airway and the use of the 
endotracheal type are receiving especial 
attention. The ability of the anesthetist 
and the proper individualization of the 
method for the patient remain the fac¬ 
tors chiefly responsible for the success 
of anesthetic practices of war. 
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RESUME 

La metliode ideale d’anesthesie pour 
les blesses de guerre n’est pas deter- 
minee. Differentes drogues et differentes 
techniques se sent montrees ntiles, et 
tonte methode qui a demontre sou utilite 
dans la pratique civile ne doit pas etre 
abandonnee sans bonne raison. L’emploi 
intraveineux des barbiturates est a 
I’etude et promet d’etre satisfaisant pour 
les blessures de guerre. II faut adapter 
son ohoix de methode aux conditions 
environnantes. Ether est le choix de 
beauooup. L’anesthesie regionale par in¬ 
filtration locale ou par blockage de norfs 
a fait ses preuves. L’anesthesie rachi- 
dienne n’est pas beaucoup employee chez 
les grands blesses. L’oxide nitreux et le 
cyclopropane sent utiles dans les in¬ 
stallations non-mobiles. L’importance 
des voies aeriennes et I’emploi d’ad- 
ministration endotracheale sont a I’etude 
et donnent de grandes esperances. La 
competence de I’anesthetiste et I’emploi 
de I’anesthetique le plus approprie au 
malade sont les facteurs les plus impor- 
tants pour le succes de I’anesthesie et 
la securite du malade. 

SUMAEIO 

La anesthesia ideal, en las circun- 
stancias de guerra, esta aun indetcr- 
minada. Varias drogas y t&nicas ban 
probado ser xitiles y, en efocto, ninguno 
de los metodos que ban dado aceptable 
uso en la practica civil podran civil, 
podran ser excluidos. 

El nso de los barbiturates por la via 


entravenosa estan recibiendo largo in- 
vestigacion para el uso en los danados 
de guerra con resultados que prometen. 
La aplicacion t&nica de estos esta 
siendo adaptada al uso de las necesi- 
dades militares. El eter es aun preferido 
por mucbos. La anestesia regional por 
medio de infiltracion local (nerve-block) 
ha sido litil. Se evita la anestesia ra- 
quidea en los casos de daiios serios. Los 
gases (gas-bilerante o protoxide de 
nitrogeno, y el ciolopropano) son utiles 
en instalaciones moviles. 

La importancia del respiradero y el 
uso del endotraqueal en anestesia estan 
recibiendo especial atencion. La abilidad 
del anestetista y la individnalizacion del 
metodo en cada paciente, son siempre 
los faotores esenciales para el exito do 
la anestesia en la practica de guerra. 

BKtD0.HU 

Tpy.HHo onpeneanit iifleaHniuft Meiofl 
anacTeann b odcianoBKe Boflnu. Xoxa irao- 
rne npenapaxu n iieTOHnKii SBaaioTca ohchb 
B aacHUun, b to ate Bpeua neataa oTBeprnyxB 
an OAUH ueiofl, KOTopuft oKaaaaca noaea- 
Huu B Miipnoli paCoie. ynoipefiaeaHe nn- 
TpaBCHoanux eapfiniypaux npenapaTOB aaa 
Boeniiux paiieiiHX ceflaac oaent mnpoKO 
uacaeayeTca n noBnauMOuy npimecex xo- 
porane peayaDraxu. Cefiaac BupadaxaBuex- 
ca MexoanKa iix npaueneaira, npncnocod- 
aeimaa k HyataaM boHiiu. Mnonie Bce eme 
npeanoanxaiox at[)np. Odaacxnaa aiiacxeana 
uocpeacxBoii uecTHoa nH^naBxpaunn nan 
nocpeacTBon nepBHaro daoxa xaKxce XBaa- 
exca BatKnusi cnocoSoar. 

Faau, ocodenno N-O n niiKaonponan. xaE- 
ate oaeHB noaeanu, no ne ocodeiino npnne- 
Hiiuu B aexyanx oxpaflax. 

Ocodennaa BaatiiocxL npnnncana xpydxe 
aaa npoxosKflenna Boaayxa, ocodenno xnny 
xpydKn, KOTopaa npncnocodaena aaa BBoaa 
B xpaxero (anaoTpaxcnnaa Boaaynmo-npo- 
noanaa Tpydaa). 

Hecuoxpa na paanue irexoau, cnocod- 
nocTB anacxexncTa n npaanatnaa nnanan- 
ayaanaauna Mexoaa xanta y-np 
aB.aaexca raaBnujr ’ ... 

anacxexnaecKon 
noBEe. 



Desgarro Total de la Cara Posterior e Inferior 
de la Vejiga Fistula Rectovaginal* 

(Total Rupture of the Posterior and Inferior Aspects 
of the Bladder—Rectovaginal Fistula) 

ALEJANDRO J. PAVLOVSKY, M.D. 

BUENOS AIRES. ARGENTINA 


SUMMARY 

The author reviews the treatment 
of vesicovaginal fistulas of major 
degree. Since 1932 he has operated 
on a series of cases employing the 
same technic with excellent results. 
He found out that it is possible even 
in the most diflScult cases, even those 
presenting apparently unsurmount- 
able technical difiSculty, to recon¬ 
struct successfully complete tears of 
the vagina, provided a rigorous 
technic is followed. 


E l CASO es de sumo interes, dadas 
las multiples lesiones a que dio ori- 
gen un enorme calculo vesical. Su 
accion de decubito destruyo las paredes 
inferior de la vejiga y anterior de la va¬ 
gina, se alojo en esta liltima, e empedida 
por el himen su exteriorizacion, destruyo 
dospues las paredes posterior de la va¬ 
gina y anterior del recto, en el que se 
incrusto. En esas condiciones ingreso 
al hospital. 

Historia clinica X° 4.S3S.A Servicio 
del Servicio General de Mujeres del 


• rrf'Or.'.c-! at tl;e TEird Ictcraational AsFcraWv of the 
lEteraaticna! College of Surfcoa5 he’d in Mexico Citr, 
An^nst, 1941. 


Hospital Piorito. C.A., 18 anos, argen- 
tina. Ingresa el 30 de Noviembre de 
1936. Anteeedentes hereditarios. — Sin 
importancia. Anteeedentes personates. 
—Menarquia a los 14 anos, dolorosas, 
escasa cantidad, dos a tres dias de dura- 
cion ; amenorreas repetidas que no puede 
precisar; ultimamente irregulares en su 
aparicion. Escarlatina a los siete aiios; 
dice que quedo con nefritis. Enfermedad 
actual (referida a Noviembre de 1936). 
—Hesde hace cuatro anos dolores en la 
region lumbar e hipogastrio. Disuria, 
polaquiuria. Orina turbia. Le hicieron 
tratramiento medico sin mejorar. Nunca 
le practicaron tacto rectal ni vaginal. 

Poco a poco aumentan todos esos 
fenomenos hasta hacerse intolerables; 
comienza a pez’der orina, aunque creia 
que era debido a sus eonstantes pujos 
que le provocaban esfuerzos para orinar, 
Mueve el vientre con dificultad. Tiene 
temperatura. El estado general se ha 
resentido, y al ingresar esta con dolor 
constante en el bajo vientre, con disuria, 
piuria, polaquiuria y perdidas de muy 
mal olor por la vagina. Estado actual. 
Gran perdida de peso, adelgazamiento 
visible. Tinte amarillo-terroso. Con- 
juntivas subietericas. Lengua roja y 
seca. Dientes cubiertos por fuliginosi- 
dades. Cabeza, euollo y torax, normales. 
Examen genital, por la \'ulva sale liquido 
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turljio con olor a orina; gran eczema e 
irritaoion de la %'ulva. Himen conserva- 
do, permite la introdnccion del dedo 
indice. 

En la vagina se peroibe un cnerpo 
extrano con los caraoteres de gran 
caleulo qne alii esta enelavado; es im- 
posxble seguir explorando bien, por lo 
qne se da anestesia general con clomro 
de etilo. El calcnlo es de tamano mayor 
qne el de un bnevo de gallina. A1 sondar 
la vejiga se comprueba la ruptura de la 
pared inferior de la misma, por donde 
sale el calcnlo y se asienta en la pared 
posterior de la vagina. Simultaneamente 
se liace taeto rectal y se comprueba qne 
el calcnlo ha perforado la pared vaginal 
posterior y la rectal. 

Se lo va destruyendo y se lo extrae a 
pedazos; se aprecia entonces la rotnra 
completa de la pared inferior de la 
vejiga y la gran fistula recto-vaginal. 
La uretra esta liacia arriba y la vejiga 
se ha roto por debajo del cueUo. Bxtraido 
el cdleulo que provooaba tantos dolores, 
se trata durante cuatro meses de 
mejorar el estado de la vulva y vagina, 
y se da un regimen alimenticio para 
eombatir la fosfaturia. A pesar del 
enorme desgarro vesical, se decide 
operar para reconstruir la vejiga y, al 
mismo tiempo, tratar la fistula recto¬ 
vaginal. 

El plan quirurgico desarroUado fue: 
Primera operacion (abril de 1937). A 
Eter. Se practica un ano contranatura 
iliaco izquierdo del asa sigmoidea con 
espolon. Asi se logra mejorar cl estado 
septico de la vagina y se reduce bastante 
el tamano de la fistula rectovaginal. 
Gnraciones con Sagrotan. 

Segtmda operacion (julio 1° de 1937). 
Anestesia raqnidea. Tecnica de Jones. 
Incision de Schuchardt izquierda. Se va 
librando ampliamente el labio posterior 
del desgarro vesical. Se separa la vejiga 
y su fascia de la pared anterior de la 
vagina con su fascia y se tiene asi pre- 


parado el colgajo inferior. El labio 
superior del desgarro vesical y de la 
pared vaginal se lo moviliza en la ex¬ 
tension de un centimetre y se disocia en 
sns pianos lo que es verdaderamente 
dificnltoso. Se coloca por uretra una 
sonda de Pezzer. 

Se inicia la reconstruccion de los 
pianos, para lo cual antes se hizo una 
diseccion de la pared vesical en sus 
pianos: (a) mucoso y muscular; (b) 
fascia vesical; (c) fascia vaginal. Las 
snturas de los pianos se realizan hori- 
zontahnente: (a) el mucoso-muscular 
eon puntos invaginantes, no perforantes 
y con catgut cromado; (b) y (c) con cat¬ 
gut fine. Por ultimo, sutura de la mucosa 
vaginal. Hacia el angnlo derecho las 
suturas quedaron tensas, pues el campo 
era muy estrecho y no se qniso efeetnar 
la ineisidn de Schuchardt tambien de- 
reclia. 

Cierre de la fistula recto-vaginal. Se 
seeciona la pared vaginal posterior en 
losanje alrededor del orifioio fistnloso. 

Se diseca bien la mucosa vaginal y 
luego la fascia pre-rectal. 

Se separa la pared rectal de su fascia. 

Le reconstruccion se hace en tres 
pianos de suturas (a) pared de recto, 
con puntos separados, no perforantes e 
invaginantes de catgut cromado. (b) Se 
hace un piano de la fascia pre-rectal 
tambien con catgut cromado. (c) Sutura 
de la vagina con puntos separados de 
catgut. 

Como siempre en estos casos se 
atiende extremadamente el postopera- 
torio, en especial el cuidado de la sonda 
de Pezzer. Hay una capacidad vesical 
minima y gran precipitation de fosfatos 
sobre la sonda. Se practican pequeiios y 
repetidos lavados e instilaciones con 
aceite gomenolado. 

A los diez dias se retira la sonda de 
Pezzer; la enferma debe orinar cada 
diez minutes, y cnando ' de pi' ' rde 
algo de orina por u ■ . ‘o 
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del angulo derecho de la sutura. Vuelvese 
a coloear la sonda permanente durante 
quince dfas. La pequena fistula residual 
no cierra; se hace un retoque. La fistula 
recto-vaginal ha eerrado Men. 

Tercera operacion (15 de agosto de 
1937). Eaquidea. Tecnica de Jones. Inci¬ 
sion de Schuchardt dereclia. Luego in¬ 
cision en losanje alrededor de la fistula 
residual que tiene el tamano de una 
lenteja. 

Se proeuran tres pianos: (a) mucosa 
vaginal; (h) fascia vaginal; (c) fascia 
vesical y vejiga. Se reconstru 3 ’’e en tres 
pianos de catgut 00. Sonda permanente 
de Pezzer. Se retira a los diez dias. La 
fistula lia eerrado. Tratase despues, de 
un mes de ir aumentando la capaeidad 
vesical mediante lavados. 

Gunrta operacion (10 de noMemhre de 
1937).-—Se coloea el enterotomo de Du- 
puytren. La derivacion de las materias 
se hace en su mayor parte por el ano 
natural, pero tiene escasas perdidas por 
el ano iliaco. Habra que completar el 
cierre quirurgicamente. 

A1 retirarse la paciente, la capaeidad 
vesical era de 150 cc., orinaba muy Men, 
pero se le hacian instilaciones diarias 
con aceite gomenolado. Habitualmente se 
ha notado disminucion de la capaeidad 
vesical. En la actualidad preocupa su 
fosfaturia, que persiste, formandose 
pequenos calculos que se eliminaron 
espontaneamente. Hemos recurrido al 
Profesor Escudero para su tratamiento 
dietetico. 

Basta leer esta breve historia clinica 
y repasar las figuras respectivas para 
apreciar la importancia del desgarro 
vesical y la fistula recto-vaginal que 
presentaba la enferma. 

La impresion que el cirujano recoge al 
ver uno de estos desgarros, es desfavo- 
ralile para su cierre quirurgico; y no es 
raro ver quo se opta por la operacion de 
Coffey, lo que implica dorivar los ure- 
tercs al recto. 


El ejemplo de desgarros totales de 
vejiga como el que presentara a la Socie- 
dad de Cirugia de Buenos Aires en 1932, 
permitio adoptar este plan quirurgico 
muy semejante al ilustrado en aquella 
oportunidad y cuya consulta sera util 
para cases semejantes. 

SUilAMO 

En varias publicaciones anteriores, 
me he ocupado del tratamiento de las 
fistulas vesico-vaginales graves, trabajo 
que ha side ilustrado especiahnente en la 
Prensa Medica Argentina el 30 de 
Agosto de 1932. Este trabajo ha quedado 
en el limite de las publicaciones de las 
revistas argentinas. Posterioramente he 
operado con esa misma tecnica a varies 
enfermos, con residtados excelentes. 

Hoy envio a ese Honorable Congreso 
el case que se ilustra y describe a con- 
tinuacion, que demuestra que es posible, 
atin en casos de dificultades tecnicas que 
parecerian insalvables, reconstruir y 
tener exito en desgarros totales de va¬ 
gina, adaptandose a una tecnica rigurosa. 

La descripcidn de este caso, que esta 
ilustrado en las laminas adjuntas, me 
permite ser breve en esta comunicaeion, 
que presento a la consideraeion de los 
distinguidos cii’ujanos que partieipan en 
esa Asaniblea General de Cirujanos. 

nfeUME 

L’auteur passe en revue le traite- 
ment des fistules vesicovaginales eten- 
dues. Bepuis 1932, il a obtenu d’excel- 
lents resultats dans une serie de cas 
difficiles, par I’emploi de la technique 
qu’il preconise. H est possible meme 
dans les cas les plus difficiles meme dans 
ceux qui selon toute apparence presen- 
tent des difficultes techniques insur- 
mountables de reconstruire entierement 
les dechirures du vagin. ilais pour ob- 
tenir ces heureux resultats, Pemploi 
d'une technique rigoureuse est cs.senticl. 
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Bhbo;^£i 

Anxop ^ejiaex o6o3peHne jie’ieHnH cepLca- 
HHx cjiynacB $ncxyjiH Mexc^y BJiarajinmeu 
11 MOHCBUM nysHpcM. C 1932 roA^ <^3 one- 
pnpoBaji MHorne cjiy^an, ynoxpedjian xy a:e 
cauyK) xexHHKy c BCJinKOjienHtiuji pesyjifc- 


Taxann. Oh nanieJi, nxo ecjin xnpypr o^eni 
cxporo npnMCHaex o^pe;^eJIeHHyK> xexHnKy 
xo B03M0HCH0 ycncniHO BOscxaHOBnxt noji- 
Hue npopuBa BJiarajnma He xojitKO b o'leHi 
Tpy;;Hiax cjiy^asx, ho ;^a«e b xannx cjiynasu 
KOTopBie npe;^CTaB;iHK)x noBn;tniioMy nenpC' 
OAOJiuMoe npenflxcxBne. 
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(Continued from page S87) 
ined prospective candidates for admis¬ 
sion to the Academy of Medicine, as his 
signature on the foUomng report on Dr. 
Bichebois shows. Candidates had to 
undergo a careful examination of their 
qualifications, submitting documentary 
evidence of the date of their birth, a 
Doctor’s certificate, a copy of the thesis 
submitted for their Doctor’s degrees, 
letters of recommendation from other 
physicians and proof of proficiency in 
Latin. The Report of the DepttHes on 
Professor Augiistinns Gervasius Riche- 
hois (Fig. 2) provides an excellent 
picture of the methods of admitting 
candidates to a medical academy in the 
early 1800’s. 

REPORT OF THE DEPUTIES ON PROFESSOR 
AUGUSTINUS GERVASIUS BICHEBOIS 

Tuesday, January 23, 1810. 

Though one may fear (or rather some of us in our 
recent meetings seemed to fear) that eventually the 
group of Titulary Professors in our academy might 
vanish, nevertheless, gentlemen of the medical arts, it 
can be expected -with the greatest probability that as 
long as our society stands supported by its statutes, 
rites and rules this order never ivill fail, and it c.an 
be justly agreed Tvith the poet Tvho exclaims on the 
Golden Branch, “If one is picJced another uiHl replace 
him." That is, while today Dr. Mollet, by his own 
right, and in accordance with the statutes of the 
academy, enters the order of the Honorary, another 
physician applies for his admission to the order of 
Titular Professors and I, with my illustrious col¬ 
leagues Professors Guillotin, Bouvier, Caille and 
Pag6a, have been appe.’iled to, to report publicly to 
you on him. 

For that reason Professor Bichebois (Augustinus 
Gervasius), the man under consideration here, after 
having applied for admission on the fifth day of 
October past has furnished us with various docu¬ 
ments winch are required by our laws and from which 
the following is disclosed. 

1. That he was bom in Paris .at Saint Street on 
Wednesday, January 8, and baptized the following 
day in the Church of the Apostle Saint Paul in the 
year 1777 after the birth of our Lord. 


2. He has presented to us his Doctor’s certificatt 
from which it is made certain that he has been pro 
claimed a medical doctor in the Medical School oi 
Paris, July 31, 1806. 

3. We have read with great attention the thesi; 
defended by him in order to achieve the title o; 
Doctor, the French title of which is: Essai su: 
la Ftivre Scarlatine Consideree dans ses itats d< 
SimpHeitS et de Complications; in this essay there i; 
nothing that does not emit the flavor of a learned 
wise and clever physician, which after all you migh 
be unfamiliar mth because here he has presented onlj 
one observation on intermittent fever which could bi 
called ‘'Octivua” since it recurs every eighth day. 

4. He has brought to the attention of our rites 
letters of recommendation on his good morals and hi: 
scientific achievements signed by the doctors: Andry 
Boudier, Caille and by our very illustrious colleagui 
Lepreux, who so fruitfully enjoys uniting medical ar 
with fine arts. 

5. Finally we have, even though we were convinced 
of his good knowledge of Latin by different fragment: 
of his thesis written in Latin, examined him ir 
accordance with our rites by nslring him to explaii 
certain selected sentences of the works of Celsus anc 
certaiu aphorisms of Hippocrates which were tiana 
latcd from the Greek into Latin. With all this h( 
has far surpassed satisfaction. 

To ali th:s it must be added what the gentlemez 
SoUier, Doctor in Surgery, and Gigon, Rector of the 
House of La Bochefoucautt, testify as to the dwelling 
of our candidate in this city of Paris during severa 
previous years, and as to his practice of medicine fron 
his doctorate on. 

After all this has been presented, gentlemen of the 
medical profession, there is nothing to hinder oui 
retirement into closed quarters to elect tho candidate 
Professor Augustinus Gervasius Bichebois into oui 
ranks. 

Dated Paris, January 23, 1810. 

Signatures: 

Guillotin, 

Caille, 

Pag^s, 

Bouvier Dn. 

The notes of a meeting of the Academj 
of Medicine of Paris, under tho presi¬ 
dency of Dr. Guillotin, on June 14, 180£ 
(Fig. 3), offer an interesting comparison 
■with procedures of our times. A century 
and a half of years have not altered the 
' page' ' 



Free Muscle Transplantation in the Restoration of 

Lips and Cheeks 

ANTONIO PRUDENTE. M.D. 

SAO PAULO, BRAZIL 


T he large losses of facial tissues 
during wartime require especial at¬ 
tention. When different tissues are 
destroyed, it is very hard to close the 
defect. The enormous number of “gueu- 
les cassees,” due to the wounds of the 
first World War which have not yet been 
restored, is an indication of the extent of 
the failure of plastic surgery in that war. 

Tissues ought to be repaired according 
to their biologic nature whenever pos¬ 
sible. In cases in which the loss of sub- 
tance compiises not only the skin, but 
e muscles, bones and even mucous 
membrane of the mouth, it is necessary 
to restore those elements one by one. 
This is the only way to obtain a func¬ 
tional result. 

The biologic integration of a graft is 
much easier when it is transplanted in a 
tissue of the same nature, just as a bone 
graft is better integrated if it is in con¬ 
tact with the skeleton, while it will be 
reabsorbed when grafted into the soft 
tissues. The union of muscle to muscle, 
following the same principle, is easier 
than the union of tissues of different 
origin. Although tissue regeneration is 
not intensive in the human body, still it 
exists, and one of its greatest possibili¬ 
ties is in the fusion of identical tissues 
on a high biologic level, i.c., almost vdth- 
out scar tissue, by the reproduction of 
the specific cells. 

It is very difficult to transplant into 
the cheeks and lips a skin flap, even 
though doubled, i.r.. covered by epithelial 


surfaces on both sides, due to the fact 
that in these circumstances the surgeon 
must obtain the adhesion of tissues of 
different nature, as muscle and skin. 

In the restoration of an organic wall, 
the cheek for instance, the most im¬ 
portant tissues are in the medial part. 
They correspond to the muscular layer. 
Muscle pedicle flaps have been used in 
reconstructive surgery, but free trans¬ 
plantation of isolated pieces of muscle 
has never been attempted. Unfortu¬ 
nately, the use of muscle pedicle flaps is 
contraindicated in all cases of groat 
defects. 

METHOD 

We use a method that permits free 
muscle transplantation. It consists of 
the transplantation of a piece of muscle 
completely separated from its muscular 
body and transported through a skin 
tube. The sternocleido and imctoral 
major are the muscles of choice for 
the face. 

This operation has been used in four 
cases. Three cases involved defects of 
the angle of the mouth and the cheek, one 
resulting from noma and two from can¬ 
cer. The fourth was a case of cancer of 
the floor of the mouth involving the jaw 
and the inferior lip. Two cases of the 
first group have already been recon¬ 
structed, both anatomically and func¬ 
tionally, and can be reported now. The 
other two are in the last stages of 
restoration. 


.^12 
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CONCIjTISIONS 

Through ohservation of these cases it 
has been possible to establish several 
facts of great importance from the bio¬ 
logic as well as the plastic point of view: 

(1) Healing of the muscular skin flap 
is always by first intention, because the 
union is made between tissues of the 
same nature. 

(2) After the first stage, when the 
muscle strip is isolated before its trans¬ 
plantation, it is transformed into a 
fibrous tissue, but after that transplanta¬ 
tion, when it lies close to the healthy 
muscles of the new region, it recovers its 
normal aspect, corresponding to a true 
rehabilitation of the tissue. 

(3) After a few months the grafted 
muscle recovers its function, probably 
due to nervous penetration from neigh¬ 
boring muscles, and the patient is able 
to perform every movement, as tuliisfling 
and spitting, with real contraction of the 
grafted muscle. 

(4) The histologic picture of the 
grafted muscle shows that its structure 
is perfectly normal. 

nfeUME 

Les conclusions suivantes sont basees 
sur quatre cas de transplantations mus- 
culaires fibres pour la restauration des 
levres et des joues: (1) les lambeaux 
cutanes-musculaires guerissent toujours 
par premiere intention, vu que I’union 
s’effectue entre tissu de meme nature; 

(2) aprcs le premier stade, quand le 
lambeau musculairo est isole avant 
d’etre transplante, il est transforrae en 
tissu fibrous; mais apres la transplanta¬ 
tion quand il est en contact avec le tissu 
muscnlaire sain de la nouvelle region il 
reprend son aspect normal correspondant 
ainsi avec une vraio rehabilitation de 
tissu; (3)apres I’ecoulement de plusienrs 
mois le muscle greffe rccouvre ses fonc- 
tions. Cela est du probablement a la 


penetration dans le greffon des nerfs des 
muscles avoisinants; (4) I’examen his- 
tologique du muscle greffe revele une 
structure tout a fait normale. 

SUMABIO 

Las conclusiones siguientes, basadas 
en la experiencia en cuatro cases de 
transplantacion de musculo fibre en la 
reconstruccion de labios y mejillas, 
fueron deduoidas: 

(1) La eicatrizacion de los labios mus- 
colocutaneos es sierapre por primera 
intension porque la union curativa es 
entre tejidos de la misma naturaleza. 

(2) Despues del primer perfodo, 
cuando el segmento o trozo de musculo 
es aislado antes de transplantarlo se 
transforma en tejido fibroso, pero des- 
pu& del transplante, cuando esta adjunto 
al musculo sano en su nneva region, 
recobra su aspeoto normal, y corrosponde 
a una verdadera rehabilitaoion de los 
tejidos. 

(3) Despues de unos pooos meses el 
musculo transplantado recobra su fun- 
cion probablemente debido a penetraoion 
de nervios de musculos vecinos. 

(4) El cuadro o imagen histologica 
del musculo transplantado demuestra 
que cl tejido o estructura es perfecta- 
mente normal. 

BUBOAn 

OcnoBHBaaci. iia leTBipex cjiyvanx cbo- 
doAHOfi MLiniemiofi TpaHcnAaiiTauitn ajib 
BOBCT aHOBBeiiiiB Ty6 n mcK, aBTOp npnmeA 
K cjieAyiomiiM saKJHoseHnJiM; 

1. 3aB:noaniie MUmeBHO-KO'.KeBaro jiocKy- 
xa nponcxoAHT prinia intenlione noxoiiy bto 
BT o cbbbb nponcxoAiiT ueacAy TKairnsin oa- 
noro n xoro ikc xnna. 

2. B nepnoa cxaAnn, Ao TpaircnAaiiTannn, 
noKa MtrmexHBia AOcxyr ocTaeicn naojiirpo- 
BaiiiTUM, on npeBpamaCTCB b coeAmiiixe-XL- 
ityK) TKant. Ho nocjie xpaHcn.ianxauiiH, 
KoxAa on xeacnr nocpeAn 3AopoBw.x aamen 
o6,xacTn, b noxopwjo on Cu.i nepecaB:en, on 
onaxL npnnnMaex nopMaAi-nuft bha. no-aa- 
Kony nacTomn enc . •. xKait 
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3. Hepes hcckojibko Mecflii,eB nepecaacen- 
Haa Mmnn;a npiiodpeiaer cbok) HopMauBHyio 
$yHKiinio, ^OB^;^IIMOMy duaro^apa nponnK- 
HOBeHUK) HepBHBix bojtokoh ns COCe^^HIDC 


4. rncTOJiornaecKoe nBcjiCflOBanne nona' 
SBiBaex, HTo cTpoenne nepecaaccHHoft iiBini- 
UBi coBepincHHO HopnajiBHO. 


JOSEPH-IGNACE GUILLOTIN (by Dr. Max Thorek) 


(Continued from •page 311) 

onodus operandi or the behaviorisms of 

our colleagues. 

Let us, for example, follow the meet¬ 
ing, and in our mind’s eye compare it 
vdth a meeting as conducted today. 

First, there was the opening, vdth the 
reading of the minutes, and apiiroval of 
the same. A paper was then read by Dr. 
Gastelier, Chief Physician, Military Hos¬ 
pital of Montargis, a preliminary report 
entitled, “Observations and Reflections 
Concerning the Present-Day Organiza¬ 
tion of Medicine.” (This thesis accom¬ 
panied his application for membership 
' in the Academy.) The application was 
ccepted and was seconded by Guillotin 
nd two other gentlemen. The Commit¬ 
tee, obviously knowing the applicant 
very well, retired to discuss his eligibil¬ 
ity, and he was promptly elected. 

Next, a certain Mr. Bouriat, Secretary 
of the Medical Society, presented a sum- 
maiy of the medical situation in the 
Department of Indes and Loire. He ap¬ 
parently was a public health physician. 

The next order of business was ac¬ 
ceptance of a gift from Dr. Desessarty, 
followed by the reading of a letter by 
the Secretary from Dr. Antoine IMetter- 
nich, Professor of Pathology of the 
Special School of Medicine at iNfayenne. 

Next, a Dr. Dubois read a paper on 
the “Use of Milk in Pulmonary Phthisis,” 
which was received by the society with 
applause, and the committee examined 
the essayist for memljcr.ship in the 
Academy, whereupon the Academy “pro¬ 
ceeds to vote.” after which tlie president 
announces tlie admission of M. Philibert 
Dubois as a member. 


Dr. Menuret reads the “Metereo-Path- 
ologic Chart” of the three weeks past 
since the last meeting. The warm dry 
temperature of the first week became un¬ 
settled and disturbed by thunder storms 
in the second week, and finally humid, 
cold, and near freezing in the third. 
“Blood congestions” were frequent dur¬ 
ing this period, especially in young indi¬ 
viduals. The doctor found much “bilious 
vomiting” and “diari’hea,” and toward 
the end of the period, various cases of 
“catarrh.” 

It is noted that a great deal of at¬ 
tention was being paid to barometric 
changes as related to physical condi¬ 
tions. It is also interesting to note that 
the type of the disease was often predi¬ 
cated by the changes in weather and 
geographic locations. Recently Dr- 
Peterson, a Professor of Pathologj' at 
the University of Rlinois, has contrib¬ 
uted an extensive work on the physio- 
pathologic changes in the body based 
upon weather conditions. 

Dr. Menuret remai'ked that he had 
loiowledge of some facts which seemed 
to indicate that the use of a bleaching 
fluid (eau de javelle) produced skin dis¬ 
orders which manifested themselves by 
itching and the formation of blisters 
similar to those produced by nettles. 
Here we have an example of the practice 
of allergy, although unknown by that 
name. 

During the discussion of details of tlie 
autopsy of a fetus, Dr. Legallois took 
occasion to remark on the absence of 
blood observed in children who died 
some time before delivery. In our time 

(Continued on poge 317) 
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The “Age Limit" Again 


E must avoid intreeding in our 
surgical societies.” 

A truism, certainly, and no 
one would dispute it. The trouble is 
that, like most cliches, it has become al¬ 
most meaningless through constant 
reiteration. 

Commonly it expresses a sense of im¬ 
patient irritation that posts of honor are 
not more quickly open to an ambitious 
young man who has just stepped over 
the threshold of the profession. If only 
the “old men” (meaning those of 50, 60 
or 70, according to the age of the com- 
plainer) would get out of the way, new 
blood and new energy could be poured 
into the veins of this or that society and 
it would forthwith bound forward with 
youthful vigor. 

Sober eommonsense reveals the ab¬ 
surdity of such thinking. The profession 
of surgery is practiced by men of many 
stages of maturity and many degrees of 
skill, and years are by no means a trust¬ 
worthy measure of either maturity or 
skill. 

To make fullness of years a prerequi¬ 
site for the assumption of responsibility 
is deplorable, of course. Plenty of our 
younger men earn the right to honor 
before their hair turns gray. We should 
find better ways of using such men in 
positions of responsibility and leader¬ 
ship. 


But it is even worse to equate fullness 
of years with senility and to force arbi¬ 
trarily into retirement men who attain a 
given number of years of living. That is 
a strange denial of facts every surgeon 
knows from his own practice and experi¬ 
ence. We all know that old age some¬ 
times swoops down upon a man of forty, 
rendering him sclerotic of body and set 
of mind, and sometimes passes over, ^vith 
inexplicable carelessness, a man of 60 
or 70, leaving him sound and hale, 
with all the vigorous mental power of 
youth. Titian painted better at 90 than 
he did at 40, and had he been subject to a 
“retirement” ruling for artists, the world 
would have been deprived of some of the 
greatest masterpieces ever painted. All 
of us know of instances where great con¬ 
tributions to surgery and medicine have 
come from men beyond the age which 
many urge as the limit to usefulness. 
The present war crisis has put back into 
harness many medical and surgical men 
who had, for one reason or another, re¬ 
tired from active practice. The job they 
are doing should be adequate answer to 
those who urge that years can alone put a 
limit to a man’s usefulness. 

Surgery moves forward with a breath¬ 
less pace. The heights which surgical 
knowledge reached in the days of Am- 
broisc Pare look to us, from the new 
heights wo have since attained, like tT ' 
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merest foothills. Much of what seemed 
the last word in surgical technic in the 
days of Billroth interests us now merely 
as an antiquarian curiosity. Most of us 
who have practiced surgery for ten, or 
twenty, or thirty years look hack to 
things that were taught us in medical 
school with a combination of smile and 
shudder—they were so wrong! One of 
the essential qualities for a good surgeon 
must be the flexibility of “mental muscle” 
to enable him to keep abreast of a pro¬ 
fession on the move. But it is well to 
remember that such flexibility is by no 
means the unique possession of youth. 

Coclvj^ James Primrose was a physi¬ 
cian on the make when he set out to 
demolish the revolutionaiy ideas of 
“little Dr. Harvey.” He brought to his 
task a good deal of the vigor of youth. 
And James Young Simpson, valiant 
pioneer in the movement toward hospital 
• iprovement in his day, was totally un- 
ble to open his mind to the discoveries 
bf young Joseph Lister, which were to 
play so great a role in removing the hor¬ 
ror from surgery and from hospitals. 


As we strive to keep our surgical so¬ 
cieties from the so-called evils of “in- 
breeding,” it is well to remember those 
things. Inbreeding comes—and is bound 
to come—^^vhen control of a surgical so¬ 
ciety passes into the hands of men seek¬ 
ing security rather than truth, prestige 
rather than service to humanity. When 
that happens those in poAver tend to 
draw about them men of their own kind 
until the degeneration of the body is 
complete. But there will be young men 
as well as older men in such a group. No 
easy application of an arhitrary retire¬ 
ment rule can break their stranglehold. 

The difficult task we must kee]^ always 
before our ejms is that of checking within 
our surgical societies the inbreeding of 
ideas which have no place there. We can 
do it only as Ave learn to utilize fully tlie 
capacities of the young men and the mid¬ 
dle-aged men and the older men in our 
ranks, as the army uses both the strength 
and braAAm and resilience of youth and 
the seasoned Avisdom of old campaigners. 

Max Thouek 


Sulfacetimide in Urinary Tract Infection 


T he efficacy of the sulfa drugs as a 
urinary antiseptic has been demon¬ 
strated in the past six years and 
dangers in their use pointed out. Ee- 
eently experimentation has been carried 
out Avith sulfadiazine and sulfacetimide. 

Alyea and Parrish* haA'e reported on 
152 patients Avitli uncomplicated urinary 
tract infections treated with these tAvo 
sulfa drugs. Fifty-one patients Avere 
hospitalized and had retrograde uretero- 
pvelograins; 101 patients AA-ere belicA'ed 
to liave no complications, but pyelograms 
Avere not made. 

Jeurr^t *0:T19-7C3, NcTc:r.t<T, 

'TCi* 


Results of sulfacetimide for B. coli 
and sulfadiazine therapy for Staphylo¬ 
coccus aureus gave a 90 per cent cure, 
often accomplished AAuthin tAA'enty-four 
to forty-eight hours, for the hospitalized 
group. Similar results •were obtained in 
Group II. Superiority of these drugs is 
therefore established OA'cr sulfanilamide. 
Cures Arere obtained in two patients AV’ho 
AA-ere sulfathiazole resistant. 

Alyea and Parrish recommend Ioaa’ 
dosage and tlie forcing of fluids. Three 
errams of sulfacetimide the first day and 
tAvo grams a day for seven days there¬ 
after constituted the usual dosage; 
adults AA'ore g-iA-en ,3000 cc. of fluid daily. 
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Tlie peak blood level following use of 
tbis drug occurred in three hours, com¬ 
pared with four hours with sulfadiazine 
and sis hours in tlie case of sulfapyri- 
dine. The average blood level maintained 
with 2 gm. of sulfacetimide per day was 
2.6 mg. per cent. No obstruction of the 
ureters by sulfacetimide crystals has 
been reported, as has been the case with 
sulfadiazine crystals. 

Compared with other sulfa prepara¬ 
tions sulfacetimide and sulfadiazine have 
higher therapeutic indices with lower 
tosicity. They may be given in eases of 
renal impairment when other sulfa drugs 
are contraindicated. In Group I (the 
hospitalized group) of 29 patients given 
sulfacetimide, two had nausea with 


slight vomiting and one had a headache. 
Of 43 outpatients who received sulfaceti¬ 
mide, none reported any toxic mani¬ 
festations, though it is possible that they 
may simply have gone unnoticed. The 
advantage of low dosage is that patients 
who cannot report for frequent observa¬ 
tion may be treated safely. 

The most striking feature of the re¬ 
port was that of 72 patients treated 
with sulfacetimide, 92 per cent were 
cured and 7 per cent improved. Conse¬ 
quently, sulfacetimide is recommended 
to both general practitioner and special¬ 
ist in treating urinary tract infections, 
because of (1) high rate of cure, (2) low 
toxicity and (3) efiScacy with low dosage. 

M. T. 


IN MEMORIAM 

LEO 0. MUNDY, M.D., P.A.C.S., P.I.C.S. 

Dr. Leo C. Mundy, recently elected to Fellowship in the International College 
of Surgeons, died of heart disease at Mercy Hospital in Wilkes-Barre, Pa., on 
June 11. Dr. Mundy would have been inducted into Fellowship at the Phila¬ 
delphia Assembly next October. A graduate of the University of Pennsylvania 
Medical School in 1908, Major Mundy received the Distinguished Service Cross 
for bravery under fire during World War I. Dr. Mundy has been Senior Surgeon 
at Mercy Hospital, Wilkes-Barre, since 1920. He was a member of the American 
Medical Association, American College of Surgeons, Pennsylvania State and 
County Medical Societies, New York and Nerv England Eailway Surgeons and 
International College of Surgeons. The oflieers of the International College of 
Surgeons extend their condolences to the bereaved. 
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this would in all probability be reported 
as a case of marked hydramnios, com¬ 
plicating pregnancy. The observation of 
Mr. Vernnes was that turned over to 
Mr. Legallois, with a request to make a 
report of this case, adding his own per¬ 
sonal observations in similar cases. Here 
again is a study in pathology which would 
do credit to a modem pathologist. 


The meeting closed with “The agenda 
being exhausted, the president adjourned 
the meeting.” 

Meetings of professional groups have 
not changed in all the years, ns human 
nature has not changed. It is well to 
compare this meeting with those of our 
day, to see whether we have really 
achieved any changes in our procedures. 

(Continued on page SS?) 
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MEXICAN CHAPTER 

MEXICAN UNIVERSITY MISSION IN COSTA RICA 


O N the occasion of the inauguration 
of Teodoro Picado as president of 
Costa Rica, the outgoing president, 
Dr. Rafael Angel Calderon Guardia, 
P.I.C.S. (Hon.), International Vice- 
President of the International College 
of Surgeons, National Regent and Hon- 
orar}’- President of the Costa Rican 
Chapter, invited a representative mis¬ 
sion from the University of Mexico to 
be present. The group was composed of 
Dr. Rudolfo Brito Foucher, Rector of 
the University, and three members of 
the Faculty of Medicine: Dr. Gustavo 
Argil, F.I.C.S. (H.C.), Dr. Manuel A. 
Manzanilla, F.I.C.S. (Hon.), and Dr. 
Gonzalo Castaneda, F.I.C.S. (Hon.). 

The Mexican mission was greeted at 
the airport of San Jose by personal rep¬ 
resentatives of President Calderon 
Guardia, Roberto Cordoba, Mexican Am¬ 
bassador to Costa Rica, Dr. Solon Nunez, 
Minister of Public Health, Dr. Jose J. 
Jimenez Nunez, Rector of the University 
of Costa Rica, and members of the uni¬ 
versity medical faculty and Costa Rican 
Chapter of the International College of 
Surgeons. 

FolloMng the inaugural ceremony, the 
mission was received by the University 
of Costa Rica in special session, presided 
over by Dr. Carlos Saenz Herrera. Lec¬ 
tures were given by the visiting Mexican 
mission as follows: “Pathogenesis of 
Arterial Hypertension,” Dr. Gustavo 
Argil. F.I.C.S. (H.C.): “Surgical Thera- 
peiitics of Arterial Hypertension,” Dr. 
Manuel A. Manzanilla, F.I.C.S. (Hon.); 


“The Acute Abdomen,” Dr. Gonzalo 
Castaneda, F.I.C.S. (Hon.); and “Tu¬ 
mors of the Prostate,” by Dr. Manuel 
E. Pesqueira. The title of Honorary 



S.aban.i Air Port, San Jos6 do Costa Eica. From left 
to right: Dr. Manuel A. Manzanilla, F.I.C.S. (lion.), 
Vice-President of the International College of Sur¬ 
geons; Dr. Gonzalo Castaneda, F.I.C.S. (Hon.), Presi¬ 
dent of the Mexican Chapter; Col. Federico Amaya, 
Military Attach6 of tho Me.xican Embassy; n(- 
Eodulfo Brito Foucher, Eector of the National Uni¬ 
versity of Mexico; Dr. Gustavo Argil, F.I.C.S. (H.C.), 

Director of tho Faculty of Medicine of Mc.xico. 

Member was conferred on the visiting 
Mexican physicians by the College of 
Physicians and Surgeons. 

A banquet was tendered the visiting 
Mexican colleagues by Dr. Calderon 
Guardia at his estate, San Rafael. The 
mission was tendered a reception by Dr. 
Antonio Pena Chavarria, Director of 
San Juan de Dios Hospital. 

The Mexican Unitmrsity Mission in 
Costa Rica may be considered an out¬ 
standing success from the standpoint of 
the fine relationship between the Costa 
Rican Government, the National Uni¬ 
versity of Mexico and the International 
College of Surgeons. 
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DR. ALFONSO ORTIZ TIRADO HONORED 


D E. ALFONSO OETIZ TIEADO, 
F.I.O.S., Special Eegent in Ortho¬ 
pedic Surgery of the Mexican 
Chapter, International College of Sur¬ 
geons, recently received the Medal of 
Civic Merit from the Honorary Advisory 
Council of the City of Mexico and the 
Federal District, which was awarded 
him in a ceremony which took place in 
the Salon de Cabildos of the Palace of 


the Department of the Federal District. 
Following the conferring of the medal 
by the Chief of the Department of the 
Federal District, Javier Eojo Gomez, 
addresses were given by Dr. Gonzalo 
Castaneda, F.I.C.S. (Hon.), President of 
the Mexican Chapter of the International 
College of Surgeons, and Francisco 
Doria Paz, Secretary of the Consulting 
Service. 


UNITED STATES CHAPTER 

MEETING OF DISTRICT 4 


O N May 10 District 4 of the United 
States Chapter of the Interna¬ 
tional College of Surgeons met in 
Eoanoke, Va. Sight-seeing tours of the 
city and surrounding country preceded 
operative clinics at Shenandoah Hos¬ 
pital, followed by luncheon. An informal 
reception was given in the late afternoon 
at the home of Dr. T. J. Hughes. 

In the evening an informal dinner ses¬ 
sion was held at the Hotel Eoanoke 
under the sponsorship of the Staff of 
Shenandoah Hospital and Dr. T. J. 


Hughes, District Eegent of the United 
States Chapter of the International Col¬ 
lege of Surgeons. The dinner was fol¬ 
lowed by a scientific program consisting 
of addresses by Dr. Herbert Acnff, Chief 
Surgeon of St. Mary’s General Hospital, 
Emoxville, Tenn., Dr. Benjamin I. 
Golden, Chief Surgeon of the Davis 
Memorial Hospital, Elkins, W. Va., and 
Dr. Rudolph Jaeger, Chief of the De¬ 
partment of Neurosurgery at Jefferson 
Hospital, Pa. Dr. Acuff spoke on “Can¬ 
cer of the Colon,” stressing the point that 
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knowledge of the anatomy of the colon 
and of the blood supply is of paramount 
importance in lowering the death rate of 
surgical procedure. Dr. Golden’s sub¬ 
ject was “Modern Tendency toward 
Simplified Treatment of Fractures.” By 
means of transparencies, the use of mul¬ 
tiple fixation pins, self-aligning splint 
and the technic used in the insertion of 
pins were illustrated. The scientific pro¬ 
gram was concluded by Dr. Jaeger’s 
illuminating address on “Litervertebral 


Disc Injury with Heniiated Fragments 
(Its Eelationship to Sciatic Neuritis).’’ 
Dr. Jaeger described types and locations 
of injuries, diagnoses and surgical treat¬ 
ment and technic of the condition. Slides 
and motion pictures clarified the surgical 
technics used. The meeting was well 
attended. 

A tour through the Veterans’ Facility 
the next moraing, followed by a luncheon 
at the Shenandoah Hospital and a round 
table discussion concluded the meeting. 


REGIONAL DISTRICTS OF THE UNITED STATES CHAPTER OF 
THE INTERNATIONAL COLLEGE OF SURGEONS 
AND THEIR REGENTS 


T he United States Chapter of the 
International College of Surgeons 
has recently designated the follow¬ 
ing districts and regents: 

District 1. Neiv England States. Re¬ 
gent: Dr. James A. Gettings, 209 
Whalley Ave., New Haven, Conn. 

District 2. Netu Yorlc. Regent; Dr. 
Chester A. Peake, 1854 Bedford 
Ave., Brookljm, N. Y. 

District 3. Pennstjlvania, New Jersey. 
Regent: Dr. Watson B. ^Morris, 193 
Morris Ave., Springfield, N. J. 

District!. District of Coluinhia,Mary¬ 
land, North Carolina, Virginia, West 
Virginia. Regent: Dr. Thomas J. 
Hughes, Shenandoah Life Bldg., 
Roanoke, Va. 

District 5. Alabama, Florida, Georgia, 
South Carolina. Regent: Dr. Gil¬ 
bert F. Douglas, 1111 S. 20th St., 
Binningham, Ala. 

District 6. Tennessee. Keniurhy. Re¬ 
cent: Dr. Herbert Acuff. 402 Med- 
fcal Arts Bide.. Knoxville. Tenn. 


District 7, Michigan, Ohio. Dr, Clark 
D. Brooks, 113 Martin Place, De¬ 
troit 1, Mich, 

District 8. Indiana. Regent: Dr. 
Thomas B. Noble, Jr,, 23 E. Ohio 
St., Indianapolis, Ind. 

District 9. Illinois. Regent; Dr. Al¬ 
fred A. Strauss, 104 S. Michigan 
Ave., Chicago, III. 

District 10. Wisconsin. Regent: Dr. 
William J, Carson, 425 E. Wisconsin 
Ave., Milwaukee, Wis, 

District 11. Arkansas, Louisiana, Mis¬ 
sissippi. Regent: Dr. Theodore J. 
Dimitry, 4325 St. Charles Ave., New 
Orleans, La. 

District 12. Missouri, loiva. Regent: 
Dr. Edward V. Mastin, 3720 Wash¬ 
ington Blvd., St. Louis, iMo. 

District 13. North Dakota, South 
Dakota, Minnesota. Regent: Dr. 
Olaf j. Hagen, 807 Broadway, 
Fargo, N. D. 

District 14. Nebraska. Regent: Dr. 
Charles L. Hustead, IIG W. IGth St., 
Falls City, Xeb. 
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District 15. Kansas, Ohlalwma. Re¬ 
gent: Dr. Andre B. Carney, 915 S. 
Cincinnati, Tulsa, Okla. 

District 16. Texas. Regent: Dr.Henry 
H. Ogilvie, 205 Camden St., San 
Antonio, Tex. 

District 17. Colorado, Neio Mexico. 
Regent: Dr. William T. H. Baker, 
702 N. Main St., Pueblo, Colo. 

District 18. Wyoming, Utah. Regent: 


Dr. W. Andrew Buntin, Boyd Bldg., 
Cheyenne, Wyo. 

District 19. Montana, Idaho. Regent: 
Dr. James 0. MacGregor, 401 Med¬ 
ical Arts Bldg., Great Falls, Mont. 

District 20. Oregon, Washington. 
Regent: Not designated. 

District 21. California, Arizona, Ne¬ 
vada. Regent: Dr. Felix Cunlia, 450 
Sutter St., San Francisco, Calif. 
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UNITED STATES CHAPTER 

INTERNATIONAL COLLEGE OF SURGEONS 

BENJAMIN FRANKLIN HOTEL, PHILADELPHIA, PA. 
OCTOBER 3-4-5, 1944 



Dr. Dcsiderio Eomdn, President of the International 
College of Surgeons 


Program Committee 

Dr. William Bates, dim. 

Dr. E. L. Eliason 
Dr. Drury Hinton 
Dr. Thomas A. Shallow 
Dr. Dcsiderio Boman 
Exhibit Committee 

Dr. John E. Moore, Chm. 

Dr. Dcsiderio A. Borndn 
Dr. C. L. Jackson, Jr. 

Di-. Maxwell F. White, (U. S. N.) 


Pnblicity Committee 

Dr. Moses Bchrond. Chm. 
Dr. CliCord B. Lull 
Dr. Milton Bodcr-heimer 
Dr. Wm. S. Bainlridgc 
Dr. Watsen B. Morris 
Hospital CUrilcs 

Dr. Lecnard D. rrcsto.a. 


Chm. 



Dr. Thomas A. Shallow, President U. S. Chapter 


Dr. Charles B. Bailey 
Dr. Albert P. Seltzer 
Dr. Newlin F. Paxson 
Dr. Rudolph Jaeger 
Dr. Harold Lefkoe 
Dr. Everett H. Dickinson (U. S. N.) 
Registration Committee 

Dr. Wm. L. Martin, Chm. 

Dr. Chas. P. Bailey 
Dr. Morris A. Weinstein 
Dr. Bruce V. JlacFaydon 
Dr. Leonard Averett 
Convocation Committee 

Dr. Ernest F. Purcell, Chm. 

Dr. Charles A. Steiner 
Dr. Edmund C. Ilessert 
Entertainment Committee 

Dr. John E. Loftus, Chm. 

Dr. David B. Allman 
Dr. Paul M. Jcpson 
Dr. Theodore C. Geary 
EchablUtatlon Committee 

Dr. Harold D. Corbusier, Chm. 
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Dr. "Wm. 8. Bainbriage 
Dr. Bred H. Albee 
Dr, Cuatis L. Hall 

Housing Committee 

Dr. Benjamin H. Shuster, Chm. 
Dr. "Wm. 0. Hunsicker, Jr. 

Dr. Leopold Vaccaro 


Motion Picture Committee 

Dr. Wm. F. Whelan, Chm. 
Dr. Moses Behrend 
Dr. Thomas L. Doyle 
Dr. Earl P. Craig 
Dr. Elmer Hess 
Dr. Budolph Jaeger 
Dr. John B. Moore 


PROGRAM 


TUESDAY, OCTOBER 3, 1944 

REGISTRATION 8-0040:00 A.M. 
VISITING EXHIBITS 

MORNING 

Pres. Thomas A. Shallow, presiding 

10:00 A.M. Hon. Bernard Samuel 

Mayor of the City of Philadelphia 
Address of 'Welcome 

10:20 A,M. Dr. Rufus S. Reeves 

Director of the Department of 
Public Health 
City of Philadelphia 
Address of Welcome 

10:40 AM. Dr, Charles L. Brown 

President of the Philadelphia 
County Medical Society 
Address of Welcome 

11:00 A.M, Dr. Huhley B. Owen 

President of the Philadelphia 
Academy of Surgery 
Address of Welcome 

11:20 A.M. Dr. Desiderio Romdu 

President of the International 
College of Surgeons 
Address of Welcome 

11:30 A.M. Dr. Thomas A. Shallow 

President, United States Chapter 
of the International College of 
Surgeons 

Address of Welcome 

11:40 A.M. Dr. Leonard Averett 
Philadelphia, Pa. 

"Supravaginal Hysterectomy—Its 
Indications and Advantages." 
(Motion pictures of technic) 

LUNCHEON-VISITING EXHIBITS 


AFTERNOON 

Drs. Drury Hinton and Benjamin Golden, 
presiding 

2:00 P.M. Dr. George Morris Piersol 

University of Pennsylvania, Phila¬ 
delphia 

u 

"Rehabilitation” 

2:20 P.M. Miss Helen S. Willard 

Director of the Philadelphia 
School of Occupational Therapy 
"Occupational Therapy in Re¬ 
habilitation” 

(Visitors are cordially invited to 
visit tlie School and Workshops, 
419 S. 19th St., Philadelphia, Pa., 
any day from 9:00-5:00) 

2:40 P.M. Dr. Harvey E. Billig, Jr. 

Los Angeles, Calif. 

"Muscle Reinervation” — Illus¬ 
trated by motion pictures 
3:20-3:40 P.M. Visit to Exhibits 
3:40 P.M. Dr. Frances I. Seymour 
New York, New York 
"The Responsibility of the Sur¬ 
geon in the Preservation of Hu¬ 
man Fertility” 

4:00 P.M. Dr. Roy W. Mohler 
Philadelphia, Pa. 

“An Analysis of the Indications, 
Results and Dangers of Complete 
and Supravaginal Hysterectomy” 
4:20 P.M. Dr. Clifford B. Lull 
Philadelphia, Pa. 

“Caudal Analgesia” 

4:40 P.M. Dr. Karl C 

Milwaukee,' . , 

"Pentothal 

Major 
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EVENING-SERVICE NIGHT 
Pres. Thomas A. Shallow, presiding 
8:00 P.M. Dr. Charles M. Griffith 

Medical Director—U. S. Veterans 
Administration, Washington, D. C. 
“The Rehabilitation of Ex-Mem¬ 
bers of the Armed Forces by the 
Veterans Administration” 



Dr. J. Rudolph Jaeger, President-elect United 
States Chapter 

8:20 P.M. Capt. Howard H. i\Iontgomery 
(M.C.), U.S.N., Cliief of Division 
of Rehabilitation. Navy Dept., 
Wasiiington. D. C. 
“Rehabilitation in the Navy” 
8:40 P.M. Major General George G. Lull. 
M.C.. U.S.A. 

Deputy Surgeon General of the 
Army 

Address—Title to be announced. 
-C-D P.M. Vice Admiral Ross T. Mclntire. 
M.C.. U.S.N. 

The Surgeon-Gen'^ral of the Navy 
Addr-.'s-—Title to be announced. 


WEDNESDAY, OCTOBER 4, 1944 

MORNING 

Drs. Fred Douglass and Rudolph Jaeger, 
presiding 

9 ;00 A.M. Dr. Richard H. Lawler 

Attending Surgeon Cook Co. 

Hospital 

Chicago, HI. 

“Gastric Surgery” 

9:20 A.M. Dr. Max Thorek 

Professor of Surgeiy, Cook County 
Graduate School of Medicine, Clii- 
cago. Ill. 

“History and Practical Applica¬ 
tion of Tubovalvular Gastros¬ 
tomy” (Motion Picture in Color) 




-’r 



Dr. William Bates. First Vice-president United 
.States Chapter 

9:40 A.M. Dr. Mose.s Behrend 
Philadelphia, Pa. 

“Ulcerative Leiomyoma of tks 
Stomach” 

10:00 A.M. Dr. A.sher Winkelstein 

Chief, Ga.stro-Inte.stinal Clinic, 
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Mt. Sinai Hospital, New York, 
New York 

“The Relation of Gastric Acidity 
to Recurrent Ulcers after Partial 
Gastrectomy” 

10:20-10:40 A.M. Visit to Exhibits 
10:40 A.M. Dr. John Royal Moore 

University of Pennsylvania, Phil¬ 
adelphia 

“Massive Bone Defects” 

11:00 A.M. Dr. Custis Lee Hall 

Vice-President, International Col¬ 
lege of Surgeons, "Washington, 
D. G. 

“Osteotomy for the Treatment of 
Ununited Fractures of the Fem¬ 
oral Neck” 

11:20 A.M. Dr. Austin T. Moore 
Columbia, S. C. 

“Fractures of the Hip Joint— 
Treatment with Adjustable Nails 
or Blade Plate Fixation” 

11:40 A.M. Dr. Roger Anderson 
Seattle, Wash. 

Paper—Title to be announced. 
LUNCHEON-VISITING EXHIBITS 
AFTERNOON 

Drs. Custis Lee Hall and Max Thorek, 
presiding 

2:00 P.M. Drs. Harry E. Bacon, Orville C. 

Gass and William D. Todhunter 
University of Pennsylvania, Phil¬ 
adelphia 

“Cancer of the Rectum and Pelvic 
Colon with Special Reference to 
the Preoperative and Postopera¬ 
tive Treatment” 

2:20 P.M. Dr. William Seaman Bainbridge 
New York, N. Y. 

“A Survey of Surgical Results in 
Cancer” 

2 ;40 P.M. Dr. Albert A. Berg 

Consulting Surgeon, Mt. Sinai 
Hospital, New York, N. Y. 

“The Presen’ation of the Sphin- 
ter Ani in Radical Operation for 
Cancer of the Rectum” 


3:00 P.M. Dr. Thomas A. Shallow 

President, United States Chapter, 
International College of Surgeons 
“Radical Treatment of Carci¬ 
noma of the Esophagus” 

3:20-3 :40 P.M. Visit to Exhibits 
3:40 P.M. Dr. Benjamin I. Golden 

Director, Golden Clinic, EUdns, 
West Virginia 

“Massive Single Doses of the 
Sulfa Drugs” 

4:00 P.M. Dr. William A. Lell 
Philadelphia, Pa. 

“Observations on the Broncho- 
scopic Insufflation of the Sul- 
phonamids into the Tracheo¬ 
bronchial Tree” 

4:20 P.M. Dr. Lyman Weeks Crossman 

Prof. Clinical Surgery, New York 
Medical College, New "York, N. Y. 
“Refrigeration for the Preserva¬ 
tion of Traumatized Tissue” 

4:40 P.M. Dr. Frederick M. Allen 

New York Polyclinic Medical 
School and Hospital, New York 
City, New York 

“Surgical Shock and Its Treat¬ 
ment” 

EVENING 

Pres. Thomas A. Shallow, Pres. Desiderio 
Roman and Pres. Rudolph Jaeger, presiding 
8:00 P.M. CONVOCATION—Ball Room, 
Benjamin Franklin Hotel 
All details to be obtained from 
Dr. Ernest F. Purcell—Chairman, 
Trenton, N. J. 

Convocation Address:— 

Dr. Morris Fishbein 

“The Organization of American 

Medicine” 

THURSDAY, OCTOBER 5, 1944 

MORNING 

Drs. Morris Weinstein and Charles P. Bailey, 
presiding 

9:00 A.M. Dr. Elias D. Lawrence 

Adjunct Surgeon, Barnet Hos¬ 
pital, Paterson, 

“Saphenous . 
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9:20 A.M. Dr. Edmund B. Spaetli 
Philadelphia, Pa. 

“Aneurysm of Circle of 'Willis 
from an Ophthalmological Stand¬ 
point” 

9 :40 A.M. Dr. Samuel E. Skillern 
Philadelphia, Pa. 

“The Frontal Sinuses as the Path¬ 
way of Infection to the Cranium 
and Its Contents” 



Dr. Moses Bchrend, Chairman of the Board of 
Medical Examiners. 

10:00 A.M. Dr. B. K. Dysart 

Pasadena, California 

“Diabetic Gangrene Involving the 

Sinuses” 

10:20-10:40 A.M. "^'isit to Exhibits 

10:40 A.M. Dr. Nicholas ^liehels 
Philadelphia, Pa. 

‘‘Variations in the Arterial Blood 
Supply of the Liver. Gall-Blad¬ 
der, Stomach. Duodenum and 
Pancre.as” (B.a'ed upon 100 dis¬ 
sections) 


11:00 A.M. Dr. Kobert Lich, Jr. 

Pittsburgh, Pa. 

Dr. Ealph B. Samson 
Pittsburgh, Pa. 

“A Method of Inguinal Hernior¬ 
rhaphy” 

11:20 A.M. Dr. Thomas B. Noble, Jr. 
Indianapolis, Ind. 

“The Surgical Control of Obstruc¬ 
tive Adhesions of the Small 
Bowel” 

11:40 A.M. Dr. 0. DeMuth, M.C., M.D., C.M., 
P.I.C,S. 

"^^ancouver, B. C. 

“Eecent Developments of Biliary 
Surgery” 

AFTERNOON 

Drs. William Martin and Moses Behrend, 
presiding 

2:00 P.M. Dr. Oswald Swinney Lowsley 

Honorary Consultant to the iMod- 
dical Corps of the Navy 
“Plastic Operations upon the Kid¬ 
neys” 

2:20 P.M. Dr. Elmer Hess 
Erie, Pa. 

“The Indications and Technic for 
Transplanting the Ureters into 
the Sigmoid” 

2:40 P.M. Dr. John E. Cannaday 

Charleston, AVest Virginia 
“The Custis (Derma) Graft 
Tran.splant” (Illustrated by slides 
and motion pictures) 

3:00 P.M. Dr. Desiderio Romtin 
Philadelphia, Pa. 

“Lingual Goiter” 

EVENING 

Assembly Dinner, 7:30 P.M. 

Pres. Rudolph Jaeger, presiding 

Program, entertainment and speaker to he 
arranged by Dr. John E. Loftus. 

ROUND TABLE DISCUSSIONS 

TUESDAY, OCTOBER 3, 1944 

10:40-12 .M. Col. J. B. Brown 

E, N. and T. Round Tahle.s 
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10:40-1211. Drs. Grant, Jaeger, Fay, Scott 
and Klemme 
“Neurosurgery” 

2:00-3:20 P.M. Dr. Moses Behrend 
Philadelphia, Pa. 

“Duodenectomy and Partial Pan¬ 
createctomy” 

2:00-3:20 P.M. Dr. Charles Mazer 
“Endocrinology” 

3:40-5:00 P.M. Dr. Edward T. Grossan pre¬ 
siding 

Philadelphia, Pa. 

“Fracture Problems” 

WEDNESDAY, OCTOBER 4, 1944 

9:00-10:20 A.M. Dr. Harold A. Zintel 
Philadelphia, Pa. 

“Evaluation of the Status of Local 
Sulfa Therapy Especially in the 
Peritoneum” 

10:40-12M. Dr. Harrison F. Flippin 
Philadelphia, Pa. 

“Penicillin” 

2:00-3:20 P.M. Dr. Henry S. Ruth, Phila¬ 
delphia, Pa., and Panel, Drs. 
Dripps, Haugen, Woodbridge and 
Donald Hale 

“Pre- and Postoperative Team- 
•work between Anesthetist and 
Surgeon” 

2:00-3:20 P.M. Dr. Charles A. Behney 
“Carcinoma of the Uterus” 

3:40-5:00 P.M. Dr. 'William G. Leaman 
Philadelphia, Pa. 

“Delayed Deaths from Anesthetic 
Difficulties” 

THURSDAY, OCTOBER 5. 1944 

9:00-10:20 A.M. Surg.-Dr. C. A. Steiner, 
Dresel Hill, Pa. 

Med. Dr. Samuel Lisker 
Philadelphia, Pa. 

Dr. Smithwick 
Boston 

“Peripheral Vascular Disease” 


10:40-12 M. Dr. Thomas W. Cook 
Allentown Pa. 

Dr. Austin T. Moore 
Columbia, S. Carolina 
Dr. Theodore Franklin Bach 
Philadelphia, Pa. 

“Backache not Due to Disc Diffi¬ 
culties” 

10:40-12 M. Dr, Douglas MacFarlan 
Philadelphia, Pa. 

“Speech and Speech Hearing” 

2:00-3:20 P.M. Surgeon supplied by Capt. 
C. M. Schaar 

Representative Naval Hospital 
Med.-Dr. Jos. T. Beardwood, Jr. 
Philadelphia, Pa. 

“Amputation Trends—Traumatic, 
Diabetic” 

2:00-3:20 P.M. Dr. Norman R. Ingraham 
Philadelphia, Pa. 

“Venereal Disease” 

3:40-5:00 P.M. Dr. Truman G. Schnabel 
Philadelphia, Pa. 

“The Ever-present Postoperative 
Respiratory Complications” 

MOTION PICTURES 

(Independence Room, Mezzanine Floor) 

Tuesday, Wednesday, and Thursday 
9:30 A.M. Dr. Fred H. Albee 
New York City 

a. Reconstruction Operation for Ruptured 
Crucial Ligament 

b. H-Graft for Fracture of the Patella 

c. Arthrodesis of the Knee with Bone-Graft 
Peg 

d. Arthroplasty of the Knee 
10:10 A.M. Dr. Harry Bacon 

Philadelphia, Pa. 

a. Cancer of the Rectum without Colos¬ 
tomy and Preservation of Sphincter 
hluscles 

b. Technic of Transplantation of Colostomy 
11:10 A.M. Dr. Frank H. Bachr 

Springfield, 

Abdomino-Perineal * 
the Rectum and R 
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11:30 A.M. Dr. i\roses Behrend 
Pliiladelpliia, Pa. 

a. Disease of the Spleen 

b. Thoracoplasty 

c. Hernia 

12:15 P.M. Dr. Elmer J. Ball 
Los Angeles, Calif. 

Thyroglossal Duct Cyst Removal 

12:15 P.M. Dr. H. I. Biegelheisen 
Sclerotherapj’ 

1:30 P.M. Dr. jMorton I. Berson 
New York City 

a. SpJit-Skin Grafts for Burns 

b. Cartilage Transplants for Facial and 
Skull Depressions 

2:10 P.M. Dr. Ljunan Crossman 
Red Bank, N. J. 

a. Refrigeration Anesthesia 

b. Amputations and Preservations 

2 ;40 P.!M. Dr. iNIatthew S. Ersner 

Philadelphia. Pa. 

Rhinoplasty 

3:20 P.iM. Dr. Leonard Frescoln 
Philadelphia. Pa. 

A Case of Rabies 

3 ;40 P.^I. Dr. Elmer Hess. Erie, Pa. 

a. Removal of Ovarian Cyst and Pelvic 
Kidney 

b. Transplantation of the Ureter to the 
Skin 

c. Calculous Hcminephrectoniy 

d. Resection of Upper Pole of Double 
Kidney 

c. Secondary Nephrectomy for Calculous 
P\mephro5is 

(Lafayette Room. l^Iezzanine Floor) 

Tuesd.av. IVcdncsday. and Thursday 

n;:i0 A.M. Dr. J. Rudolph Jaeger 
Phihulolphia. Pa. 

(' r. ! n i' “ •re b ra! I n j n ri O' 

ll;t*lA-M. D.'-. Bernard <1. Judovieh 
Pldlndeli’hia. Pa. 


12:10 P.M. Dr. Max^vell Dlaltz 
New York City 

Case of Superficial Wounds of the F 
1:30 P.M. Dr. Albert Metcalf, Deuvei 
Diagnosis and Medical Treatment of I 
eral Vascular Disease 

2:10 P.M. Dr. G. I. Miller, Brooklyn, 
Multiple Bar Skin Clips 

2:30 P.M. Dr. Albert Seltzer 
Philadelphia, Pa. 
Nasoplastic 

3:15 P.M. Dr. Max Simon 

Poughkeepsie, N. Y. 
Recurrent Larj’-ngeal Nerve in T1 
Snrgeiy 

3:50 P.M. American Red Cross Blood 1 
Philadelphia, Pa. 

Life Line —Army Medical 

SCIENTIFIC EXHIBITS 

Dr. William Bates 
Dr. Bernard Judovieh 
Philadelphia, Pa. 

“Painful Syndromes.” 

Dr. J. E. Thomson 
Lincoln, Nebra.ska 

“E.vperimental and Clinical Observ 
on Problem of ‘Local Shock.’ ” 

Dr. M. DL Simon 
Poughkeepsie, N. Y. 

“Thyroid Surgery demonstrating a 
triangle for the localization of rccii 
laryngeal nerve on the basis of new 
marks.” 

Dr. Lvman W. Crossman 
Red Bank, N. J. 

“Refrigeration for Preservation of 
matic Tissues.” 

Dr. Rudolph Jaeger 
Philadelphia, Pa. 

‘‘Intervcr{e!)ra! Disk Injury.” 

Dr. Harry E. Bacon 
PliiladGphia. Pa. 

“.Surirical Treatment of Cancer of tiie 
turn •.'.itbout Colostomy and with Pres 
tion of the .Sphincter Muscles.” 
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Dr. L. E. McCrea 
Pliiladelphia, Pa. 

“Cystoscopic Photography.” 

Dr. Matthew S. Ersner 
Philadelphia, Pa. 

“Rhinoplasty.” 

Dr. Frederick V. Emmert 
St. Louis, Mo, 

“Vaginal Hysterectomy.” 

Dr. K. M. Klemme 
St. Louis, Mo. 

“Neurosurgery.” 

Dr. 0. P. Lamson 
Seattle, Washington 

“Appliance for colostomy control.” 

Dr. T. B. Noble, Jr, 

Indianapolis, Ind. 

“Treatment of Peritonitis.” 

The American Red Cross 

The Blood Donor Service 
Pliiladelphia, Pa. 

Dr. Albert P. Seltzer 
Philadelphia, Pa. 

“Nasal Operation.” 

Dr. H. I. Biegeleisen 
New York, N. Y. 

“Sclerotherapy.” 


Dr. John J. Moorhead 
New York, N. Y. 

“The Foreign Body Finder—The Berman 
Locator.” 

Dr. Francis I. Seymour 
New York, N. Y. 

“The Surgeon in Post War Rehabilitation 
and Artificial Insemination.” 

Dr. C. W. Gilfillan 
A. E. Gallant 
K. To^vnsend 
Los Angeles, Calif. 

“The Surgical Treatment of Fractures and 
Allied Conditions in Which Some Form of 
Internal Fixation Is Utilized.” 

Dr. Chevalier L. Jackson, Jr. 

Dr. Charles M. Morris 
Philadelphia, Pa. 

“Applied Anatomy of. the Bronchi and 
Lungs.” 

Dr. Robert A. Hingson 
Dr. Waldo B. Edwards 
Dr. James Southworth 
U. S. Marine Hospital, Staten Island, N. Y. 
PhUadelpbia Lying-In Hospital 
“Continuous Caudal Analgesia in Obstetrics 
Surgery and Therapeutics.” 

The Philadelphia School of Occupational 
Therapy, Miss Helen S. Willard, Director 
The Curative Workshop—Clare S. Spack- 
raan, Director. 


JOSEPH-IGNACE GUILLOTIN (by Dr. Max Thorck) 


(Continued from voge S17) 

Academy of Medicine, 
Presidency of Mr. Guillotin, 
Session of June 14, 180S. 

The meeting opened with the reading of the min¬ 
utes of the previous session. The proceedings were 
approved. 

Dr. Gastcher, chief physiemn of the Civil and 
Military Hospit.!! of Montargis . . . submitted to 
the Academy a preliminary report on the subject: 
“Observations and Reflections Concerning the Present- 
Day Organization of Medicine.” This is a thesis 
accompanying his application as n corresponding 
member of the society. 

Dr. Gastclier’s contribution is cordially accepted 
and hi<? petition for membership seconded by Messrs. 
Guillotin, Daignan and Ledru. A committee com¬ 
posed of Messrs. Dosossarty, Gcdillot and Pclong- 
champ is appointed to evaluate the application. 

Mr. Bouriat, secretary of the medic.'il society of 


. . . submits through Mr. Desessarty Nos. 20, 21, 22, 
23 and 24 of his summary of the medical situation 
as observed in the Department of Indes and Loire. 

The Academy gratefully accepts from Mr. Deses¬ 
sarty the gift and requests of him an abstract of this 
interesting study which is to bo deposited in the 
archives of the society ns was done heretofore. 

The secretary read a letter of Mr. Antoine Met- 
ternich, Professor of P.athology at the Special School 
of Medicine at Mayenne, in which he acknowledges 
the receipt of the Annals of the Academy and promises 
to send a paper in the course of the current year. 

Mr. Dubois, introduced as a titular member of the 
academy, read a paper on “The Use of Milk in-Pul- 
monary Ptisis.” ■ ^ ' -•.•ceived “* v 

society’s « . ‘ . ‘ ' ' '■ v .» * 

draws. 

Mr. Bourru, 
pointed to « 



Ninth Annual Assembly 

of the 

United States Chapter 

of the 

INTERNATIONAL COLLEGE OF SURGEONS 

(On the Mezzanine Floor in the 
Washington, Franklin and Betsy Ross Rooms) 
BENJAMIN FRANKLIN HOTEL 
Philadelphia, Pa., October 3, 4, 5, 1944 


The latest in pharmaceuticals, surgical apparatus and instruments, medical books and products of 
special interest to surgeons will bo on display. 

Members and visitors are urged to study these exhibits during recess periods, svhich will bo arranged 
at frequent and appropriate intervals. 

Following arc the names of the firms exhibiting and descriptive items, arranged in alphabetical order. 


THE ALKALOL COMPANY 

Taunton, Mass. 

Booth 10 

Showing: Alkalol. claimed hy the manufacturer to bo a care¬ 
fully balanced alkaline saline solution. It is aqueous, contain¬ 
ing no glycerine and only a trace of alcohol, dissolving 
mucus, bland, nonloiic, nonirritating. It is suggested for 
mucous membranes and irritated tissues and is a comforting, 
effective wet dressing used po,«topcrativcly. 

Also Irrigol, an alkaline, saline, slightly astringent powder, 
readily dissolved in water, and recommended as a safe, cleans¬ 
ing vaginal douche, etc. In charge: W. J. Ford and 
E. W. LeClair. 


AMERICAN SAFETY RAZOR 
CORPORATION 
Brooklyn, N. T. 

Booth 45 

A.S.n. Surgeon's Blades are known for their nniforroity of 
performance, high quality and never deviating keenness. Visit 
their booth where their representative, iliss M. Stewart, R. N., 
will lo pleased to show a full assortment of A.S.R. Surgeon’s 
Blades, available in 9 different sires to fit all standard surgical 
handles. Full information may be obtained al>out these pre¬ 
cision-made surgical instruments. 


A:iIERICAN HOSPITAL SUPPLY 
CORPORATION 

Chie.Tgo, Ill. 

Booth 13 

Baitt'r rntraTfrou? Friction? and Mo^d. and fcrum 

<v;utfr:or:: s fratcre rf the ATr.cricsn IJcfpitsl S’Jpp}^ 

l oth F'Ictiens in fsunous Baxter Vaeolitprs 
v.i'.I d'.*r’a'e-i. al'r.? with fceh trar.?fu«ion 

Trar.*fc‘c>-Vac*. r:a?=:a Varj. ar.d Ccntn Vacs. Trained ftaC 
will l-e in att^^nd.ar.r^ to erplaln and an«wcr Qcc; 
t.?*'? cn a*t cf tie ir.trarenons tecJ.nic. 

c**. will ie c! imp^rtanc*? 

!,■' tcJi-ti! ri ctine an-i 


AMERICAN STERILIZER COMPANY 
' CotTitv-r nivi«iriri'i 
Er:-, rennn. 

B:c;?.s 



Optional ncccssorics which include Skeletal Traction, 
Goldthwnilo Irons, Ryerson Autojnek, Scoliosis Yoke, and the 
L’Episcopo Head and Shoulder Rest will bo demonstrated 
during the meeting, and mnximnm oporativo efllcicncy of the 
Alboc-Compor Orthopedic Table, obtained with a minimum of 
surgical time and fatigue, svill be shown. 

Also on display is the Compor Orthopedic 'Wolker. 

In charge: Messrs. Howard M. Fish, Adrian Comper, 
E. 0. Lindborg, Fred 0. Banschnrd. 


AUSTENAL LABORATORIES, INC. 

New York 
Booth 14 

Showing Vitnllium Surgricnl Appliances—^Vitnllium, the 
“friendly alloy” compatible tvith bono and tissue. Bloodvc.Mcl 
and Bilcduct Tubes, Skull Plates, Caps for Ilip, Elbo^^ and 
Finper Arthroplasty, Plates, Screws and Nails for fraclore 
fixation. Lap Screws, Hip Nalls, Arthrodesis Pins. Orbital and 
Testicular Imrlants, Jaw Fracture Fixation Appliances, and 
lieconFtructivc Appliances will bo shown. An exhibition 
skeleton with numerous VitalUum appliances in place will I*’ 
provided for anatomic discussions. 

VJTALLIVM is a homopencous alloy that Is corrosion re¬ 
sistant and is completely inert in vivo. It does not irritate 
tissues nor interfere with normal bono repenerntion. It is 
stronp, touph, lipht in weiphl, and Vitnllium plates can 1^ 
bent to conform to bone contours. Vitnllium Surpical Arpli- 
nnces are x-ray inspected. Vitnllium is composed of cobalt, 
chromium and molybdenum and contains no iron or nickel 
and is therefore not a stainless steel. VitalHum has been 
used for dental prosthescs for twelve years and for surpical 
pro5thc.*es for seven years. 

BARD-PARKER COMPANY, INC. 

Danbury, Conn. 

Booth 3 

TJie foliowinp products will be exhibited: Itib-Back Sarp- 
iral Blade*, Lonp Knife Ilandlf’s for deep lurpery, K<’new- 
able Kdp#* Sci««ors. Formaldehyde GcrTnicidc and Instrum''nt 
Cont.xir:**r*. Transfer Forceps, Ilematolopical Case for obtaln- 
irp l<d«jde blood samples. 

ERN.ST BISCHOFF CO^rPANY, INC. 

Iror;.'ton, Connecticut 

Boofh 0 

V.’iri dj*:lsy fol.’owjrp: lyslv^Iin-Biseheff. resplrat/^ry 

etimvis.-*; anusrasmodje; Ansyodin, ffTeenre 

Bi'chc.'T and AT^akay-Bi'che.*:. The 
are rr'*”*' pr^-psTatiocf. ii ih" f.rr*. aoxecr:? 

f! m^xad.cae to c^er*d to Lie 
a-.d A'^xakay is mrr.sdi'.r:* xo tablet ferm. Both cf Ll*s* 
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preparationB are higlilj effective in Vitamin K therapy. 
Aqaakay-Bischoff doea not require the administration of 
bile ealta. 

BREWER & COMPANY 

■VTorcester, Mass. 

Booth 4 

Brewer & Company will feature their Ampuls and pharma* 
ceutical epecialties of particular interest to the surgeons 
attending the Ninth National Assembly. Those attending 
the assembly are cordially invited to visit the Brewer booth. 


CAJiIERON HEARTOMETER COMPANY 

Chicago, Illinois 
Booth 18 

The Cameron Heartometer Co. is showing the improved 
Heartometer, a scientific precision instrument for accurately 
recording systolic and diastolic blood pressures. It also 
furnishes a permanent graphic record of the pulse rate, the 
various functions of the heart, the myocardial response, 
aa well as the functioning of the valves. The Heartometer 
stages and is of great value in checking the progress of 
medication and treatments. 


CAMERON SURGICAL SPECIALTY 
COMPANY 

Chicago, m.—Yorh, R. Y. 

Booth 30 

The Cameron Surgical Specialty Company will show the 
new the new Cavi* 

earner .astroscopes and 

cystos ' PhotO'ldicrolite 

and 2 ■ • ^ the Omnian^e 


CANADIUM RADIUM & URANIUM 
CORPORATION 
New Tork 
Booth 5 

A new therapeutic approach in the treatment of certain 
refractory conditions of a chronic nature not related to 
abnormal growth with Alpha-Bay Therapy by external use of 
Radon in fatty carriers may open a new field in the treat¬ 
ment of radiation injuries, certain peripheral vascular con- 
„.i—*s. —A ulcers, some dcrma- 

• ■ ■ Alexander Pregel, H. B. 

> ■ , • ' Frank Hartman. 


CARBISULPHOIL COMPANY 

Balias, Texas 
Booth 16 

Foille treatment for burns and wounds both in the regular 
emulsion type and in the new ointment-consistency form will 
be displayed. Also on exhibit will be Tarcreme, a modem 
coal-tar preparation, odorless, non staining and in an ab¬ 
sorption base. 

The company states that Foiile yearly eontinnes undimin* 
ished progress in medical acceptance and usage, being widely 
employed throughout the Nation by principal industrial anr* 
geona, and auhstantlally serves aemce surgeons as well as 
civilian doctors. Represented by A. V. Hurd and Albert 
S. Shugert. 


DAVIS & GECK, me. 

Brooklyn, N. T. 

Booth 46 

Davis & Oeclc, Inc., will display its complete line of sterile 
sutures iaclnding fine gauge fOOOO and 00000) catgut; a cem- 
prehensive group of sutures armed with swaged-on Atrau¬ 
matic needles designed for specific surgical procedures; Der- 
malon skin and tension sutures (processed from nylon) 
which, because of marked physical advantages and economy, 
are rapidly replacing silk-worm gut and other nonabsorbable 
materials. 

A representative from the laboratories will be in attendance 
at the booth and copies of the “Hannal of Surgical Sutures 
and Ligatures" and other interesting booUets will he avail¬ 
able. In charge: J. Cameron Stuart. 


THE DENVER CHEmC-AL MFG. GO. 

New Tork 
Booth 8 

The company will exhibit Galatest, a dry reagent for the 
instantaneous detection of nrine suyar. It is claimed to be 
accurate, simple, speedy and economical, and is used routinely 
by many leading hospitals and medical departments of in¬ 
dustrial plants, and by more and more private practitioners 
every day. Acetone Test (Deneo), dry reagent for the in¬ 
stantaneous detection of acetone in nrine will also he 
demonstrated. 


J. H. EMERSON COMPANY 

Cambridge, Mass. 

Booth 15 

Resnecitation and hospital equipment. Represented by 
William H. Stepbenson. 


ETHICON SUTURE LABORATORIES 
(Division Johnson and Johnson) 

New Brunswick, N. j. 

Booth 12 

TANTALX •' . Surgical sutures 

made of the ■ ■ % ‘ ■ own to surgeons 

who visit a • • exhibit Other 

new special , • • • ■ aged needles, in¬ 

clude those for eye, serve and gaitro-intestinal surgery, as 
well as stay sutures and nylon and silk in fine gauges. Of 
special interest to urologists, gynecologists and orthopedic 
surgeons, ss well as to general sorgeons. will be the tubes 
of sterile fascia lota m strips and la sheets. 


GUDEBROD BROS., SILK CO., INC. 



Philadelphia, Pa. 

•» 


Booth 31 




' ' nonahsorb- 
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CIBA PHARMACEUTIC./HJ PRODUCTS. 
INC. 

Summit, N. J. 

Booth 1 

Visitors are cordially Invited to our exhibit where a 
represenUtive will answer questions regarding Ciba special- 
ties, and discuss in detail those particularly applicable to the 
fields of surgery— COBAUIUE, circulatory and respiratory 
stimulant; NUPEIiOAISE, local anesthetic of prolonged 
action; and TRASEyTINE, effective antJspatisodle. 


JOURNAL OF INTERNATIONAL 
COLLEGE OF SURGEONS 

Chicago, ni. 

Booth B 

(Gallery Passageway) 


Tha /ourjwJ of the lateraatloaal College of Surgeons will 
be distributed at our booth. Information regarding exhibits 
may be secured here. Our vltiUng surgeons are invited to 
leave their cards if they with to have the Joumul or In¬ 
formation concerning the Journal raaiJad to them. 
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LEA & FEBIGER 

Philadelphia, Pa, 

Booth B 

(Gallery Passageway) 

Lea and Febirer will exhibit amonp their new works 
Babcock’s “Principles and Practice of Sorpery,” Donaldson’s 
“SnTgital Disorders of the Chest/’ Kovacs* “Manual of Physical 
Therapy” and Lewin on “Backache and Sciatica/* Kew editions 
will^ be shown ^ of Spaeth's “Ophthalmic Surgerj’/* Rowe’s 
‘‘Elimination Diets and the Patient's Allergies,” Simmons and 
Gentzkow's “Laboratory Methods of the United States Army/* 
Bell’s “Pnthologj'/' Rhinehart’s “RoentgenographicTechnique,” 
Craig and Faust’s “Clinical Parasitology/* Kraincs* “Ihcrapy 
of the Keuroses and Psychoses,” Gray’s Anatomy, Bnllenger 
on The Xosc, Throat and Ear, Ballengcr’s “Manual,” Boyd’s 
“Textbook of Pathology,” Onnsby and Montgomery on “Dis¬ 
eases of the Skin,” Portis on “Diseases of the Digestive 
System” and other important works. 


LEDERLE LABORATORIES, INC. 

I^ew York 
Booth 17 

The Lederlc Laboratories, Inc., are showing various 
products of value and interest in the field of Surgery: 
Sulfadiazine Surgical Powder. Sulfadiazine for Topical Appli¬ 
cation in its various forms and Sulfadiazine in the new dimen¬ 
sion, “Diazifilm,” as well ns Diethylstilbcstrol, Heparin, 
Hemostatic Globulin. Physician members of the Lcdcrle staff 
and medical representatives will bo in attendance to answer 
inquiries and distribute literature. Tlie Lederlo Exhibit will 
he under the direct supervision of Mr. J. F. Hanifan in 
charge of the Philadelphia ofiico. 


J. B. LIPPINCOTT COIMPANY 

Philadelpliia, Pa. 

Booth C 

(G.allcry Passageway) 

Showing tlic complete list of LIPPIKCOTT SELECTEP 
PROFESSIOXAL HOOKS . . . featuring Thorek: MOD¬ 
ERN SURGICAL TECn.VIC . . . avnil.ablo in both tho 
thTec-Tolume and one-volume tVar Edition . . . nnd Thorek: 
SURGICAL ERRORS AND SAFEGUARDS. Featured also 
two new books of significant surgical interest: Bunnell: SUR¬ 
GERY OF THE HAND and Bancroft-Murray; SURGICAL 
TREATMENT OF THE JIOTOR SKELETAL SYSTEM. Oliier 
new titles include the American Edition of Fry: THE 
DE.NTAL TREATMENT OF JfAXILLO-FACIAL INJURIES. 
Brown-McDowell: SKIN GRAFTING OF BURNS. Heuer: 
TREATJIENT OF PEPTIC ULCER. Simmons-tVnync: 
GLOBAL EPIDEMIOLOGY, toprether with many other new 
iKKiks and new editions of old favorites . . . and. of course, the 
ever-new LIPPINCOTT JOURNALS. 


LYDIA O’LEARY, INC. 

Xciv York, X. T. 

Booth n 

T?:e Lvdia O'Leary Covermark cihibit will show the pro- 
fc‘‘ior.al use of ti.is preparation for concealing the di-rolora- 
tion of prfistcr-er.v.ivc scars, as well as permanent or tem¬ 
porary skin Liemirhes, .Application of Covermark svill be 
de-r-onstrateJ in oar l-oo'.k. and literatnre and professional 
sa.mrles will l-e available. Miss Lydia O'Leary in cl.ar^c. 


MEAD .JOnXSON & COMPANY 

Kvan^villc, Indiana 

Bcoth 33 



jMEDICAL FILM GUILD 

Xow York 
Booths 39-40 

Mcdic.nl Film Guild emphasizes its tnlkinc papers in this 
yc.nr s projr.nm of "MEDICAL FILMS THAT TEACH." Hos- 
pital nnd Medical Society progr.nm chairmen, now faced 
■with depleted staffs bccauso of tbo war emorfrenev, wlio desire 
educational material for their meetings, find that'.Medic.nl Film 
Guild’s motion picture film tc.vtbooks answer that important 
problem. Through grants for post-graduate instructions, thew 
films are available at no charge to any liospilal or medical 
society meeting nnd to the medical services connected with 
the Armed Forces of tho United States. Exhibition is also 
included at no charge under this plan. Subjects available arc: 
Inguinal Hernioplasty; Asphyxia Neonatorum; Nonoperative 
Treatment of Paranasal Sinusitis; Otitis Media in Pediatrics; 
A Clinic on Acute Mastoiditis; Otoscopy in the Infiamma- 
fions; A Clinic on Sigmoid Sinus Thrombosis; A Clinic on 
Petrositis with Meningitis; Amebiasis nnd Its Treatment; 
A Clinic on Otitic Purulencies; Pharmacology of Respiratory 
Stimulants. 


W. B. SAUNDERS COMPANY 

Philadelphia, Pa. 

Booth A 

(Gallery Passageway) 

Tin's publishing house will exhibit their complete lino of 
books. Included nmong the new nnd important hooks to bo 
shown nrer Boekus’ thrcc-volumo work on “On.slrocnlorology,” 
Fifth Edition of Christopher's “Minor Surgery,” Erich A- 
Austin’s “Traumatic Injuries of Facial Bone.s,” Iloffman's 
“Female Endocrinology,” IfoU’e “Aesculapius in Latin 
America,” Orr's one-volume “Operations in General Surger>’/’ 
Pullen’s “Medical Diagnosis/’ the Twentieth Edition of the 
“Illustrated ^fodical Dictionarj*,” new Third Edition of Stoked 
“American Syphilology/’ Lundy's “Anesthesia.” Wharton's 
“Gynecology nnd Female Urology,” tho Military Mrdirnl nnd 
Surgical Manuals, Official U, S. Public Health Sorvice In¬ 
dustrial Hygiene Manual. Sticglitz' “Geriatrics,” Weiss A.' 
English's “Psychosomatic Medicine,” nnd many others. 


SCHERTNG CORPORATION 

Bloomfield, N. J, 

Booth 32 

Schering Corporation, in lino %vith their policy of IrinrinP 
out the latest in endocrine research, is featuring tho new 
estrogenic product—ESTINVL Tablets. 

ESTIKYL, 0 derivative of tho natural homone alpha- 
c.stradiol, is most economical nnd is orally efToctivc in dnsage 
of .02 and .05 mg. It produces verj* little nnuRoa and toxic 
side effects. 

Other Schering preparations on display will be OUETON-F 
Pellets. ORETON’, ORETON-M Tablets. PROO YNONB. 
PRANOKE, PROLUTOX nnd CORTATE. and tho diag¬ 
nostic products for X-Ray—XEO-IOPAX nnd PRIOPAX. 


SHARP & DOIIME 

Philadelphia; Pa, 

Booth.s 34-35 

Sharp A Dohme will e.Thibit their new sulfonamide. fiuUa- 
m-razine, nnd al*o Sulfaruxidine, LYOVAC Normal Human 
riasm.a, Tyrothricin Concentrate for human 
LYOVAC Tetanus Antitoxin, Bovine. Capable, wrll-informM 
repro«f-ntatives will bo on band to welcome nil visitors ono 
furnish information on Sharp A Dohme product*. 

J. R. SIEBRANDT JIFG. COMPANY 
Kano.is City, Mo. 

Bootli 7 

Ti - r.rrr Clayton Tran«firion Fylinta nri- row ofTi-ri'l to 
ti.** mi-ilii-al y.rofi‘*-ion l.y Ki^brandt. TI;i-*o ztlints at- t--- 
r*-*’-*!* ct y*-ar* of re*#»irch and 

ro’’i*--~ra:;on J)r. r?.arl»-s F. Clayton of Fort 

T-xa- Jr. \}o ji-t p.r>^r. yr-ari he has u*^d this rootled o- 
f.TitP r. ft’fuhy in over 500 ra*cs fer I<^th n'^r. 
and rt-d-j^Ncn* Th.'-y hsv^ m.iny advantages ov»-r 

-- Irani^xion s'hn** fi'jilt of tran'jar^'nt to x ray—“* 

f.:n and #»itr»-rr'-!y in »-'<'jght ard I it'' 

r-" rf -n: .-a’-d rr.'-^.h a - : ».n: to ad;':*t: th'-r a** 

a-i c- •- srd • r! aVn^-nt.’ Tr.^ ^ihih;t *'*■ 

a lin^ rf in**r-:r:*":M ari f.-'a-tir* 

p;-*'-*''.' f^r hi; ra.. 
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and the Goodwin Bone Clamp, which simplies the technic 
lor open reduction when wiring long bone fractures 


SINGER SEWING MACHINE COMPANY 
(Surgical Stitching Instrument Division) 
New York, N.Y. 

Booths 41-42 

Specially trained demonstrators Mill exhibit the new Singer 
Surgical Stitching Instrument This instrument, developed 
in close cooperation with the surgical profession, has at¬ 
tracted much attention in several recent medical conventions, 
and clinical trials have demonstrated its success and prac¬ 
ticability. 

All surgeons, nurses and hospital staff members are invited 
to see this unique contribution to aurgery 

Motion pictures of operations showing the instrument in 
use Mill be shown, and free literature describing the mstrn- 
ment in detail will be available Represented at this Assembly 
by Mr. .T P. IVeis, Mr L C. Mnlloy and demonstrators 


THE TECHNICON COJIPANY 
New York 
Booths 21-22 

The Techmeon Company will display t«o instruments of 
unique interest . . . the AUTOTECHNICON and the 
TECIINISCOPE. 

The Autolechnicon is a machine for automatically process¬ 
ing and staining tissues in preparation for pathologic diag¬ 
nosis Remarkable reductions in the time heretofore required 
for microscopies make obsolete previous band methods When 
It 18 used for this work, the surgeon may expect a patliologic 
diagnosis routinely within twenty-four hours 

The Technucope is a device for the raagnilication projection 
of the microscopic image of slides and similar materia! for 
simultaneous direct study by ns many as ten observers . . . 
The projected image may also be cast upon a screen with full 
detail, ochieving great magnifications The spectacular per¬ 
formance of the Teehniscope is due not only to a brilliantly 
designed optical system, but also to the employment of a 
very high intensity light source, a pressure mercury-vapor 
lamp which delivers a beam of lumens higher than any 
other projection lamp yet devised. Under such efficient coo! 
ing conditions, the slides or microscope are not harmfully 
effected. Such magnifications as are proj'ected through the 
otMmmersion lens of the microscope come out clearly and 
intensely. Provision is also made on the machine for the 
incorporation of a camera for lantern slides or Kodachrome 
transparencies. 

Both machines . . the Autotechnicon and the Techni- 
scope will be in actual operation at all times during the 
meeting 

THE TOWER COMPANY, INC. 

Seattle, Washington 
Booths 2-47 

The Tower Company, Inc., is demonstrating its new Roger 
Anderson Fracture Machine This Machine attracted great 
interest on its first showing at the recent American Medical 
Association Meeting m Chicago Eiery recognized orthopedic 
procedure can he accomplished on this Machine. It is out¬ 
standing for Its simplicity of operation, ease of maneuver¬ 


ability, compactness and completeness. Also on display is the 
1944 model of the Self-Aligning Fracture Reduction Splint, a 
new model Clavicle Splint, a Bedside Portable Fracture Re¬ 
ducing Splint, complete line of skeletal fixation equipment for 
fractures of the mandible and other facial bones, Hip-Nailing 
equipment, the Charles Bradford Cassette Holder and many 
other Items of real interest to the surgeon treating fractures 

WHITE LABORATORIES, INC. 

Newark, N. J. 

Booth C 

Complete information regarding White’s Sulfathiazole Gum 
—one of the latest developments m the field of oropharyngeal 
chemotherapy 

White’s "Diagnostic Aids to Vitamin Deficiency States” 
will also be available. 

Review of the latest clinical reports on the results of the 
use of \\'1iite’B Vitamin A and D Ointment in the treatment 
of burns, abrasions and indolent ulcers. 

■WYETH INCORPORATED 
(S.SI.A. Corporation Division) 
Pliiladelphia, Pa. 

Booth 3G 

Up to-the-minute information on Infant Feedin/r niiil 
A'utrifionaf Bioehemiealg can be obtained at the S M A Cor¬ 
poration exhibit. Of particular interest to most physicians is 
the new protected Vitamin A product Caritol 


WYETH INCORPORATED 
(John Wyeth & Brother Division) 
Pluladelphiat Pa. 

Booth 37 

You ore cordially invited to visit the W>eth exhibit where 
Bepron, Ampliojel. Phosphaiel, Ksomagma, Silver Fierate, 
B I’lex and other pharmaceutical specinlties will be featured, 


WYETH INCORPORATED 
(Reichel Division, Biologicals) 
Phj)adpJphia,.Pa. 

Bootli 38 

You are invited to visit the Biological Division exhibit 
where representatives uiU be pleased to evplaiu the uses of 
the Wyeth .Allergenic Diagnostic Equipment. 

ZIMMER MANUFACTURING CO. 

Warsaw, Indiana 
Booths 19-20 

Zimmer Mauufocturing Co, will exhibit a full line of splints 
and bone inslruments. The Corbett Finger and Tliumh Splints 
will be featured among the new items on display Complete 
demooetrations of the Zimmer Reduction-Retention Apparatus 
will be given upon request, ond pictures showing the results 
of Its use will be on display. The new Stryker Screw Driver 
will be of special interest to surgeons who are partial to 
bone plating operations 


JOSEPH-IGNACE GUILLOTIN (by Dr. Max Thorek) 


(Continued from jiage S20) 

rccommeiuls his admission fo membership in the 
Academy. Having heard the report, the Academy 
proceeds to vote, after which the president announces 
tlie admission of Mr. Philibert Dubois as Titular 
ifember of the Academy. 

lilr. Menuret reads the Metereo-Pathological chart 
of the three weeks passed since the last meeting. The 
warm, dry and unchanged temperature of the first 
week became unsettled and disturbed by the thunder¬ 
storms in the second, and finally humid cold and near 
froering in the third. 

The blood congestion in the anatomic regions were 
frequent, especially in young individuals. Eruptions 
not having the characteristics of nieasle.s, biliary 


vomiting and diarrheas of the same type signalised 
the first peculiarities of that particular period, aud 
towaril the end of that time various catarrhal diseases 
and, above all, acute rheumatisms were noted. 

Mr. Menuret remarked that he had knowledge of 
some facts which seem to indicate that garments 
bleached with bleaching liquid (Eau de JaveUc) pro¬ 
duce skin irritations which manifest themselves by 
itching and the formation of blisters similar to those 
produced by nettle. 

The secretary read an observation communicated 
to the Academy by Dr. Vernnev, Surgeon of the Civil 
and Military Hospital of Niorto, and one of his, 
collalioratnrs, conroriiing a laborious a irhemeri 
inwe 



BOOK REVIEWS 


Report by the Minister of Health and the Secretary 
of State for Scotland on a National Health Service. 
Prosenfed fo Parliament by Command of His 
^lajesty. iracmillan Co., London, 1044. 



I T is tlie intention of tlie government to organize 
all phases of public and individual health on a 
national scale for the whole population, comparable 
in .scope and organization to such public services as 
IVater Supply and Highways. This is in accordance 
with, and a part of, the total Social Securit)’ program 
described in the White Paper or the Beveridge Plan. 
The Paper is of great interest to medical men the 
world over, indicating the pattern for complete social¬ 
ization of the medical services, as the initial step 
toward radical social changes of the postwar period, 
which will undoubtedly affect many countries, par¬ 
ticularly those highly industrialized. 

The i’apcr outlines a comprehensive plan providing 
for the organization and integration of all he.alth 
.services, facilities, equipnicnt and personnel, for con¬ 
tractual allocation of medical practice, and for the 
location of additional health centers to serve com¬ 
munities needing health facilities in which all phases 
of medical care are provided for. It provides for the 
ab^o^Jlti(ln of e.xisting services administered under 
l(>cal authorities nilh necessary changes in organization 
and administration, also for a high degree of central 
control over general practice. The practitioner would 
be limited as to the number of i)nticnts ho might treat, 
the area in which lie might practice, the consultant 
and the hospital he might choose for liis patient. He 
would roeeive compensation from the government 
through his contractual .agency, the Central Medical 
Board. It also ]>rovidcs for participation under con¬ 
tract liy the e.visting private liospitals and consultant 
services under governmont-.stipulafcd conditions, iden- 
tic.al with those of tljc Public Hospital .system. 

It is admittedly a political form of organization 
rC'tiiig on the “'principle of public responsibility,'’ 
.Icclaring that "llocisions on policy must lie with 
elected representatives an.swer.ablc to the people.” 

While the Pian speaks of joint authority, central 
aii'l local org.aiiization and administration, in cfTect, 
the n atr.'.l anthority. the Minister of Health, initiates, 
dfcides and dict.ntc’s; assuming all the authority and 
re'i'oa'ibilitv ef the s. rviee. rletailing the eiecution 
and” adn.iniLratieri to lo.-al g,ivernment units. It 
a'.iov.i I'.-al gc.vernraent authorities to plan for their 
to n.r.ke r.-.-i'iai::-.".datiems and to consult with 
tie I-. atr.'.! ant! ".'i’.v. Ti.e hatter d'cidfs. It .allovs 
o!i .1 Iif.'t- to 'r--,::.:-• ::d. assist, give tccl;p.ic.al 
guidai e. .'sj-r: e;.:: i.-e 1... re-;-.:.sit.l- to th- 

g r.;.th'rgs-. 



theless. The physician or specialist tvill he forced 
into this system for lack of private facilitic.s nnei 
private patients. Private facilities and practice will 
be starved through the scarcity of patients willing to 
pay for .such services in addition to their share of 
ta.xcs, and thus will bo forced out or into the national 
health organization. At most, private medical prac¬ 
tice will be limited to such physicians whoso patients 
can aiford to write off their personal contribution in 
taxes for the liealtb service as a philanthropy. 

Prom the point of view of the physician, the paper 
offers no desirable program of organization or 
operation. 

From the point of \'iew of the average citizen a 
free medical service administered on tlio basis of a 
public utility such ns the Highways, would be tempt¬ 
ing. Travel on siicli Higliway is sure to bo rougli but 
it would serve him in fair weather or foul—^lic wouhl 
get there somehow. 

From the point of view of the State, the Paper docs 
not accomplish what it sets out fo do. It accepts the 
premises of voluntary participation, personal and 
family doctor relationsliip with freedom of choice 
and proceeds to nullify them. It sots out to give the 
best and produces the mediocre. The Plan also lias 
great possibilities for favoritism and corruption. 
There is no doubt Init what the political setup wouhl 
serve well those in power. 

Simon Keism-t.. 


Emergency Surgery. Hamilton Bailey, F.R.C.S., Sur¬ 
geon, Poyal Northern Hospital, London, Eng., 
Ed. Cl. ncf pp., I03P figs. John Wright & Sons, 
Ltd., Bristol, 1943. 


U P until some years ago, the Emergency Surgery 
of Lejars was considered the final authority on 
the subject. This reviewer believes that there 
is no better successor to that classic work than Bailey’s 
Emrrgrncy Surgery, which now appears in its Fifth 
Edition. 

The multiplicity of liardsliips witli whicli tliis edi¬ 
tion was heset is remarkable. No one but an author 
can appreciate the di«couragenient of having his labors 
of over twenty years destroyed by bombs. That is 
svbat happened to tlie basic materials composing 
Bailey’s first four editions. To add greater com¬ 
plication to an already distressful situation, when 
this Fifth Edition was nearing completion, the bombs 
fell again. Fortunately, the illustrations were saved, 
although the original bloeks had to be remade and 
the type re.-et. 

But these almost insurmountable difiiculties only 
hardened and stimulated Bailey to greater n'-hieve 
rnent. Con-equently, this Fifth Edition is a m-agni-feeat 
eo.ntrilejtion to contemporary surgical literature, and 
b.-ightly outshines the last edition, s--hich ssas in its-df 
ar. s-.-ork. Comparing the Fifth Edition with 

i!5 r, one finds rn.any chapter'' co-uipl-lcly 

re-.".--'!, and ir.anv augm'-iitc'!, rearrange,! and ern- 
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The opus comprises 76 chapters, each one replete 
Av-itb instructive, up-to-date and impressive material. 
The work is conspicuous hy the absence of padding. 

The illustrations are a joy to the eye and ^ve 
high didactic value. Particularly are the colored 
plates praiseworthy. This is especially true in the 
chapters on strangulated hernia, intestinal obstruc¬ 
tion, etc. In thumbing through, for example, the 
chapter on appendicitis, one finds a wealth of ma- 
terial encompassed in pages 90-114 inclusive. This 
chapter should be read and reread, and read again, 
and he who is beginning the practice of medicine 
should memorize every word. Besides, one will easily 
retain in his memory the beautiful colored illustra¬ 
tions (pp. 104-105-107) depicting the details of re¬ 
moving an appendix. Such illustrations embellish the 
text throughout. 

Bailey obviously is one of the broad and sympa¬ 
thetic individuals who gives credit where credit is 
due. At the end of each chapter are bibliographic 
references and citations of much value. 

To analyze the various chapters would lead us too 
far afield. This reviewer finds difficulty in pointing 
out the scintillating highlights, for the entire text is 
illuminating. Suffice it to say that this work, which 
has penetrated by its own merits the various paths 
leadmg to the abode of the surgeon, will continue to 
do so m an augmented manner. 

Chapter 67 (The Eye and the Orbit), is contributed 
by Eugene Wolff, while Chapter 70, dealing with con¬ 
ditions of the nose, naso-pharynx, and nasal sinuses, is 
the work of Eric Watson-WiUiams. They arc excellent. 

The book is concluded with an appendix which em¬ 
bodies the latest contributions to the surgical entities 
discussed. 

This reviewer cannot resist citing at least one 
example of the fertility and brilliance of Bailey’s pen. 
On page 921, an excellent paragraph on car^c 
massage describes vividly a visit to a patient with 
‘Tjlue asphyxia,” in whom all signs of life had ceased, 
and who was restored by cardiac massage continued 
for some seconds. Cardiac arrest in this case was at 
least 12 minutes or longer. The style of presentation 
is vivid and impressive here and keeps the reader 
fascinated. Thus, throughout the text is free from 
the dry, tiring quality so often encountered in tech¬ 
nical writings. 

The work concludes with a glossary of anatomic 
terms. This reviewer regrets that anatomists have 
seen fit to expunge the names of the masters of 
anatomy in the new nomenclature. Such names as 
Douglas, Poupart, Gimbernat, Cooper, Winslow, Sten- 
sen, Retzius, Zuckerkandl, Vater, Hunter, Scarpa, and 
others—all masters of the past—^who contrihut^ so 
much to our art and science are forgotten and other 
(^‘modertt”) terms deliberately substituted. This re¬ 
viewer is fully acquainted with the whys and where¬ 
fores set forth by the originators of this change, but 
he still maintains that the luster of the laurels of 
the time-honored "pairnom qui meniit fereat" should 
be kept untarnished. 

Tlie index is as complete and thorough as the text 
is excellent. The binding and printing are of high 
caliber. Xo student, surgeon or general practitioner 
can afford to be without this book. 

SIax Thosek. 


Intracranial Arterial Aneurysms. Walter E. Dandy, 
Adjunct Professor of Surgery in the Johns Hop¬ 
kins University. 147 pp., 55 figs., tables A to G. 


$2.50. Comstock Publishing Co., Ithaca, Kew 
York, 1944. 

T his book gives the author’s findings in lOS 
patients suffering from aneurysms within the 
cranial cavity disclosed at operation, necropsy or 
both. He emphasizes the generally accepted theory 
that most of these lesions are congenital malforma¬ 
tions and therefore occur at any age and are apt to 
show up in early life. The inclusion of a chapter by 
Dorcas Hager Padget on the Embryology and Anat¬ 
omy of the Circle of Willis describing the variations 
in the arrangement of the arterial tree to the brain 
adds greatly to the understanding of the hazards of 
the surgical cure of intracranial aneurysms. Dandy 
warns against total ligation of the internal carotid 
artery without first testing the patient’s tolerance to 
closure by manual occlusion of the vessel in the neck 
for a period of 10 minutes. He recommends this test 
preoperatively in all lesions about the sella in order 
to know what the patient's reaction will be should an 
aneurysm unexpectedly be exposed. Where complete 
ligation is impossible, he advises partial closure by a 
facial band, which slowly produces a complete occlu¬ 
sion and at the same time permits an adequate col¬ 
lateral circulation to develop. When complete ligation 
is permissible the carotid artery is ligated in the neck 
and beyond the aneurysm intracranially, preferably 
doing the intracranial ligation first. In saccnlateS 
aneurysms it is sometimes possible to clip its neck 
and remove the sac. The anthor’s experience indicates 
that these lesions are particalariy amenable to cure 
by surgery with a relatively low mortality. The well- 
read neurologist or surgeon will surely digest every 
detail in this instructive book by the world’s foremost 
neurologic surgeon. 

UnnoLPH Jaxant. 


Surgery of Modem Warfare. In six parts. Edited 
by Hamilton Bailey. Part "V, pp. 717-89G, 115 illus. 
E. Sc S. Livingstone, Edinburgh, 1944. (For review 
of Parts I and II, see the ilarch-AprU issue; for 
review of Ports III and IV, see the Jfoy-JuTie issue.) 

A DISCUSSION on injuries of the brain and skull 
concludes the Sec tion on Wounds of the Head 
and Neck. Section XVI on Otorhinolaryngology 
in Bclation to War Injuries contains much pertinent 
formation on injuries to the ear, air passages and 
air siususes, wounds of the orbit and non-perforating 
and perforating wounds of the eyeball. An excellent 
section on Wounds of the Trunk includes sneh topics 
as *TVonnd3 of the Thorax,” “The Evolution of the 
Abdominal Surgery of War,” “Laparotomy for War 
Wounds,” “Intraabdominal Procedures, Including 
Wounds of the Small Intestine and Mesentery,” 
“Wounds of the Stomach, Duodenum, Liver and 
Spleen.” Eirst-aid and operative treatment of head 
wounds, complications and how to meet them, dress¬ 
ings, nursing and general management are thorougblr 
described. It is brought out that expediting collection 
of the wonnded and ocenrate first aid will lower the 
mortality rate in chest wounds. Use of magnetism 
in removal of foreign bodies from th b given 
much space, and the eff gas per ai 

passages noted. Part V hi to 

preceding volumes o£ 
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(Coniinucd from pope SSS) 

wliich lie ivns called to terminate, and ivliich ivas caused 
by the extraordinary size of the fetus resulting from 
an effusion of water in the abdomen of the fetus. 

During the discussion of the details of the autopsy 
of the fetus, Dr. Leg.allois took occasion to remark 
on the absence of blood observed in children who died 
some time before delivery. 

The observation of Mr. Vernnes was turned over 
to Mr. Lcgallois with a request to make a report on 
this case, adding his own and personal observations 
in similar cases. 

The agenda being e.xhausted, the President ad¬ 
journed the meeting. 

Signed: Guillotin, President. 
:M_A. . . . (Signature), 

Secretary. 

Guillotin’s life M*as an active existence 
replete •until excitement, liarassments 
and problems peculiar to the period in 
which he lived.* He was a champion of 
scientific advancement, an investigator 
and a true Aesculapian. 
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Rehabilitation, or the Salvaging of Manpower* 

FRED H. ALBEE, M.D., F.A.C.S,, F.I.C.S. 

NEW YORK. NEW YORK 


M anpower today is the crying 
need of all Nations—^first to win 
the war, and then to win the 
peace. And when I say “crying” I speak 
advisedly. We all know what devices 
Hitler is using to augment his dwindling 
supply of manpower. We all know, too, 
what a manpower shortage our own na¬ 
tional wartime needs are disclosing, and 
what a high rate of rejectees we are find¬ 
ing among our youth. 

Yet for all of us, despite the degree or 
the cause of our need, there is increas¬ 
ingly, as the war goes on, one common 
answer to our manpower problem, and 
that answer is rehabilitation of rejectees, 
those physically handicapped by injury 
or disease, or both, in training and in 
combat. 

In all our countries, there is a stag¬ 
gering total of unused manpower hours 
latent in the physically unfit of today, 
who can be made physically fit for tomor¬ 
row; in those 'thousands of highly 
trained, highly skilled men, victims of 
war and of circumstances, who, once in¬ 
capacitated, can be salvaged and put back 
and back into war and vital industrial 
pursuits, and finally, when the war is 
over, into self-supporting readjusted 
lives. 

All signs point to the fact that World 
War II will be finally won, not by the 
nations or groups of nations possessing 
the most planes, ships, tanks and guns 
to start with, but by the nation or group 
of nations which expends and salvages 

• Presented at the Fourth International Assembly 
of the International College of Surgeons, held in 
New York, June, 1943. 


its manpower in the most intelligent fash¬ 
ion—both to make these planes, ships, 
tanks and guns, and then to man them 
in successful action. 

Certain types of manpower are always 
more expendable than others. The 
youth who fulfills liis greatest wartime 
destiny in the peeling of potatoes is not 
as vital a candidate for salvage—from 
the point of view of national salvation— 
as the youth who, as one of the cream 
of the national health crop, was chosen 
to be trained as a Flying Fortress pilot, 
at a national expense of approximately 
$75,000, and who, despite a foot out off 
by a Jap propeller, while he floated down 
in his parachute, still possesses the -vital 
reqiusitcs for doing his job well—perfect 
hearing and sight, and heart, lungs' and 
physical stamina adequate to prevent 
“blacking out” during sharp turns at 
great speed, in addition to expert skill 
gained during his months and months of 
training. 

One of the sad truisms of war, unlike 
the situation in industrial accidents, is 
that the ablest men are the ones who most 
often get hurt. The leaders of men, those 
with daring, courage and all the desirable 
qualities of fighters, are most frequentlv 
on the casualty lists. Their followers and 
the others have a much lower incidence 
of injury. 

And, naturally, for the sake of future 
eugenics, if not for the needs of imme¬ 
diate survival, the loaders of our nation 
must be salvaged to their fullest possible 
extent, and as often as such salvage can 
react to their own or the Nation’s good. 
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Of course, in a sense, we surgeons are 
reliabilitating every day of our lives. 
Whenever we operate or give any kind 
of a treatment, we are performing a kind 
of human salvage but, I wish to empha¬ 
size, not completing it. And this has al¬ 
ways been true since the very beginning 
of surgery. Formal and complete rehabil¬ 
itation, in the international meaning and 
acceptance of the word as it is used to¬ 
day, dates from World War I when the 
number of the injured focused the at¬ 
tention of the world on the need for such 
rehabilitation—and the progress in sur¬ 
gery itself provided the first step toward 
making such human salvage possible. 

All this was discussed at the Inter¬ 
allied Congress on Eehabilitation which 
met at-Eome, Italy, in the summer of 1919 
after the Armistice, and from which we 
all returned to our respective countries, 
as I am sure we will go out from this 
Congress, wiser and better equipped for 
our work in human salvage. 

As a representative of the Armed 
Forces of this country, I returned from 
this Congress to the State of New Jersey, 
where already the groundwork for the 
amazing record in rehalhlitation it has 
since achieved had been well laid, both 
by the Avork at the United States General 
Hospital No. 3 at Colonia, New Jersey, 
and by the passage of the first of all the 
civilian rehabilitation Iuavs in this coun¬ 
try on April 10, 1919, the NeAV Jersey 
Eehabilitation Law. Tliis law, Avhich Avas 
largely premised on our accomplishments 
at the United ►States General Hospital 
No. 3, authorized the NeAv Jersey Eeha- 
bilitation Commission to physically and/ 
or A'ocationally rehabilitate the State’s 
adult crippled citizens to the end that 
they might attain self-support, and by so 
doing laid the foundations for the ncAvest 
development in rehabilitation, the sal- 
A'age of the rejected ►SelectiA'e .Sendee 
draftee. It is remarkable to state that 
Avhilo this Assembly of the International 


College of Surgeons has been going on, 
AAuth a symposium on Eehabilitation, the 
Congress at Washington has passed a 
generous epoch-making laAV to furnish 
rehabilitation in conjunction with the 
states to the rejectees, the returned 
Avouuded soldier or to the iJiysically 
handicapiDed civilians. 

At the United States General Hospital 
No. 3, A\Lere as Chief Surgeon I Avas in 
charge of the rehabilitation of thousands 
of Avounded A’^eteraus from the last lUar, 
I had the opportunity of both seeing— 
and often initiating—^the actual Avorking 
of rehabilitation in its manj’' phases. 

United States General Hospital No. 3 
AA'as for much of its existence classified as 
one of the tAvo amputation centers of the 
Army and the methods AA^e instituted 
there illustrate very Avell a complete re¬ 
habilitation iJi’ogram as a special type 
of case. Even prior to its official classifi¬ 
cation as an amputation center. General 
Hospital No. 3 had been reeehdng a gen¬ 
erous allotment of amputation eases. 
Most of these patients arrmed AAuth open 
stump Avounds, badly infected, AAffiicli 
after being sterilized bj^ the Carrel-Dalnn 
AA-ound ti'eatment method, required reani- 
putation or plastic operations on the 
stamp. In many mstances, patients Avere 
recetaed Avith the stump healed and large 
scars present AAuth jirotruding bone, in 
AAdiich cases excision of the scar AAuth bone 
and i^lastic closures AA’ere necessaiy. 

The AA’hole process of rehabilitation 
AA'as especially aa^cII illustrated by lhi.s 
class of case. The morale of these “bud¬ 
dies” needed first attention in many 
eases, and, therefore, every effort to en¬ 
gage their interest and stimulate their 
courage aa’us desirable, even befoi-e they 
AA'ere out of bed. PolloAA’ing physiother¬ 
apy treatment to mobilize their stumps, 
and particularly the nearest joint to the 
stump, or to OA’ercome any contracture, 
A'ocational therapy aa'us giA’on AA'hile in 
bed and afterAA'ards. It aa’us found to be 
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far and aM’ay the most etfeetive morale 
and physical builder. Vocational therapy 
mei’ged later into .vocational education 
in the extensive artificial limb manufac¬ 
ture which was one of the important 
units of the hospital. The men were 
taught everything about tlie manufacture 
of their own artificial limbs, the fitting 
and use, as well as walking exercises in 
the gymnasium and dancing. 

It was surprising how well amputees 
danced witli attractive dancing partners. 
The examples of those hoys (to all t5^)es 
of cases) showing what they could do 
after the loss of their legs even above 
the knees had a most beneficial effect 
upon the morale of the whole hospital. 
Two amputees of unusual ability and 
mental poise whom I was able to have 
inducted into the Army from cWl life, 
wore also of great aid in building morale; 
one who had lost both arms above the el¬ 
bows would hold his cue between his 
upper arm stumps and beat any boy in 
the camp at billiards. The other fellow 
had lost one arm above the elbow, and 
the other below the elbow; nevertheless, 
ho had invented artificial hands activated 
by straps over the shoulders with which 
he could do almost anything, even to 
threading needles. 

The special training thus acquired 
might lead directly to a gainful occupa¬ 
tion, or it might bo the first step to some 
other trade of more complicated char¬ 
acter. 

Of course there were many other types 
of in.iury which found their way to this 
hospital, as for instance, pathologic and 
traumatic conditions of the spine and 
cases of nerve injury, including many 
with loss of substance. But the majority 
of the cases involved injuries of the ex¬ 
tremities, either previous amputations or 
injuries from shrapnel or high exi)lo- 
sives. .\n exceptioimlly large number of 
cases of gun-shot wounds with extensive 
loss of bone which had been either .shot 


away or removed at an earlier operation 
were, by general orders, sent to this hos¬ 
pital. 

But, whatever the disability, the first 
step in the veteran’s rehabilitation was 
the repair of his body, the putting of him 
in the best possible physical condition. 
This was viewed as much more than a 
mere surgical process—or a surgical 
follow-up treatment process. iUmost as 
soon as the patient came out of the ether 
and his temperature was normal, some 
form of physiotherapy or occupational 
therapy was instituted. To an ex-me- 
chanic this might mean the making of 
toys out of empty typewriter spools, a 
discarded shaving cream tube and the 
e.xercise of his ingenuity. To a youth 
with an artistic bent, this might mean the 
arousing of his interest in drawing or 
painting. If his war disability was of a 
nature to necessitate a change of occupa¬ 
tion, even ns early as this, his taste for 
drawing might bo trained into the now 
career of draftsman by the simple expe¬ 
dient of fastening the drawing board to 
his bed at right angles to his body and 
permitting an ambulatory buddy who 
liimself was an export draftsman in civil, 
ian life to pass on his art and Iniowledgc. 

In cases where contractures had to ho 
worked out, the handling of jjaint 
brushes, the shaping of pottery, tiio work¬ 
ing of a telegraph instrument all served 
the double piuTJOse of providing a new 
skill as well as an effective means of oc¬ 
cupational therapy. 

Once (he patient was able to get up 
and about, ho went to the Curative Work¬ 
shop, where further ])hasos of his occti- 
pational therapy or education were in 
stitutod, and not only was his work 
aptitude and capability judged, but he 
himself became reconciled to the limita¬ 
tions of his now phy.sical condition—un 
der circumstance,s .ni,' - .i^erv 

well as connnc’' , 

conducive to 
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eacli individual’s ovui iDersonal tragedy. 

And, of course, in all this work the 
primary aim—aside from morale preser¬ 
vation—^^vas the building of a bridge back 
to civilian life via a retrained old skill 
or a ne^vly acquired skill—^in many cases, 
a higher skill than that possessed by the 
veteran in his pre-war days. 

All kinds of classroom learning Avere 
also given at United States General Hos¬ 
pital No. 3. In order to make some of the 
veterans emjDloyable, even the three 
“E’s” had to be taught—as Avell as 
courses of college grade for those who 
elected to improve their enforced leisure 
with higher learning, and were equipped 
to profit from them. Man}’- of the vet¬ 
erans who desperately needed a course 
in rudimentary English considered it 
much too “sissy” to be taken seriously 
until their instructor, Avho had also lost 
a leg in Prance, had the wisdom and 
“guts” to have his artificial leg fitted 
right in class. The way he stood the 
pain, Avhich many sitting before him un¬ 
derstood only too well, from their own 
experience, had very definite rei^ercus- 
sions on their OA\m futures. Out of the 
newly aAvakened admiration for their 
teacher, they really began to learn Eng¬ 
lish. 

In vieAV of the great benefits to be 
deriA’ed from occupational therapy, one 
of the manpoAver shortages AA’hich rehab¬ 
ilitation per se cannot do much about, is 
the shortage of trained occupational ther¬ 
apists. It is sad to relate that today only 
throe colleges in the country give courses 
in occupational therapy, and the demand, 
even before the conclusion of "World War 
II, is so far in excess of the supply that 
it may become tragic. 

The public at large is just waking up 
to the fact that rehabilitation is not some¬ 
thing academic and remote, but some¬ 
thing highly personal and practical which 
may touch either themselves or some one 
A'ery close to them. ^Vlien this aAvaken- 


ing becomes sufficiently Aridespread to 
demand increased facilities and govern¬ 
mental organization ior rehabilitation, 
the much-to-be-desired Siamese-tAvin re¬ 
lationship between rehabilitation and 
manpoAver Avill become a Avorking reality. 
And until that day comes, it cannot. 

Many are already familar AAfith the 
Avork of the Eehabilitation Commission 
of New Jersey, which for the past tAA’enty- 
five years, ever since its conception, has 
been rehabilitating civilians and veterans 
alike on the principle that physical re¬ 
habilitation should come first; educa¬ 
tional rehabilitation, AA’-hich in many 
instances is found unnecessary after the 
lohysical rehabilitation has been com¬ 
pleted should come second. And, last of 
all, should come the best possible job the 
rehabilitant can hold. 

Prom that long peacetime interlude of 
experience, Ave have learned many things 
—all of AAdiich are noAV being put at the 
disposal of the AAmunded of World War 
II, as AA’ell as the rejected draftees and 
the injured civilian. I say “we have 
learned,” because I have had the priv¬ 
ilege of being Chairman of the New Jer¬ 
sey Eehabilitation Commission ever since 
its first meeting. And high on the list of 
things learned is the fact that Avhile every 
rehabilitation candidate is a case apart, a 
laAV unto himself, there are certain fac¬ 
tors AA’hich militate for or against suc¬ 
cessful rehabilitation in all cases. 

The first of these is the patient’s oaaui 
desire to cooperate. Without this, the 
best attempts at rehabilitation aaIII fail. 
With cooperation, CAmn seeming miracles 
are possible. 

Cooperation, of course, is obviously the 
first requirement in the sahmging of the 
rejected draftee. There is no Iuav in the 
land to make a man undergo treatment 
to put his body in shape to serve his 
country. There is only the tact and judg¬ 
ment of his reexamining doctor—and 
this puts an added burden upon us. It 






342 


liEUABILlTA TION 


ground, pliysicallv handicapped condi¬ 
tion, etc., are being weighed and evalu¬ 
ated. 

The time no^y has come for rehabilita¬ 
tion to step out and take the place it de¬ 
serves in oi:r public life and our public 
thinking. Nobody believes the winning 
of the war and the peace will be easy. 
But armed with the most effective weap¬ 
ons of rehabilitation we can devise, we, 
know it will be easier. 

By a curious coincidence, rehabilita¬ 
tion and much of our fighting manpoAver 
of today are in reality Brins. Tliey were 
both born in World War I. They both 
grew up in the peace era between Avars. 
And they both noAv stand ready to seiwe 
in the hour of the Nation’s need. But, 
they cannot serve most effecthmly unless 
tliey are merged, and it is up to us to 
l)ring about this merger. 

SUM1M.4RV 

Bohabilitation of military rejectees is 
a crying need of all nations arising out 
of World War II. Surgery is a variety of 
human sah'aging, but does not complete 
it, though iirogress in surgery makes 
more human sah'aging possible. E.xpe- 
riences in an army amputation center and 
Avith the Ncav Jersey Rehabilitation Com¬ 
mission are described. The CuratiA'e 
Workshop and classroom teaching AA'cre 
tAvo important methods employed. The 
one certain fundamental recjuirement for 
successful rehabilitation is cooperation 
of the patient and his realization that 
society has a definite place for him. 

STTM.A.RIO 

La rehabilitacion de los militares re- 
cliazados constituye una urgente necesi- 
dad en todas la naciones. conio conse- 
cuencias de la guerra actual {World 
War IT). 

La cirugia es un medio do .sah’aniiento 
humano. y ann cnando insuficiente per se. 


el progreso en todos los ramos de la 
cirugia prometen mas y mas el salva- 
miento humano. 

El autor describe las experiencias en 
nil “Centro de Amputaeion” de las fuer- 
zas militares y de la Comision Eeliahili- 
tacion de Nueva Jersey. 

La Sala de Trabajos de Cura y la Sala 
de Enseiianza, son importantes nieiodos 
em]jleados. 

Un requisito fundamental para la re- 
habilitacion es la cooperacion del paci- 
ente y su reconocimiento quo en la Auda 
social se le asegura un puesto de utilidad. 

EESU3ME 

La rehabilitation de ceux rejetAs par 
I’armee on par la marine vu qii’ils sont 
impropres pour le sendee militaire est 
nne question qui est a Pordre dii jour. 
La chirurgie contribue mais nc complete 
pas cette rehabilitation. Les resultats 
des etudes et des experiences persoiinel- 
les du centre militaire chi Ncav Jersey 
Rehabilitation Commission pour les ani- 
putes sont rapportes en detail. II ini- 
porte d’obtenir la cooperation du inutile 
et de lui demoutrer les heureu.x resultats 
qu’nne intelligente persoAmrance pent ob- 
tenir, et surtout de le preparer ii romplir 
un role utile dans la societe. 

BHnoAW 

Peadii iiiTaniia noeinii.Tx iniuajin^on no- 
liCio.Av iin.isiCTCsi o'leiih oerpoit neofeo,ii!- 
MOCTI.JO, cos.Aaiiiiofi Bropofl Bccjiirpirori 
Bofnion. Xnpypriisi Jinjinercjr ii3 

cnocoCoR BOCCTaiiOD.ieHita ’le.’ronciccKaro 
Marepia-ia, no to.ti.ko aacTii'iiiMM, .vora npo- 
rpec xiip3'prnit pacuiirpacT noae 'ic.ionc- 
'lecKoft pecTaapaunii. B STOft craTi.e oruicaii 
onr.IT npno6peTCnni.ifi n BoennoM annyra- 
nnoiinoM neiiTpe b Hio Jacepcii PeaCiitair- 
Taniioiinofi I'CoMirccirn fNew Jersey Rehabili¬ 
tation Commission). Baacni.iMJf mc- 

To.tajrn an.raioTca .TCieCnaa rpy^oBaa Ma- 
cTepciraa ii mKO.Tt.iioe .lenenne. OcnoBirwM 
npirnminoM a.Ta A'ciicimioa peaOn.Timunn 
aB.Taerca co.tcffCTBiie namieHTa n ero nojrir- 
iianiie, 'ito odmccTBo nsreer /i.in nero onpe- 
,AC.Teniioc necTo. 
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T he term “crush syndrome” is not 
a particularly good one, but it is 
always diffionlt to alter noinenela- 
tnro which has become popular. As Beni- 
son points out, often the patient remains 
comparatively well while trapped, the 
sjTnptome coining on after release; the 
“crush syndrome” would, therefore, he 
better named the “release syndrome.” 
Because anuria is tlio leading feature, 
Bywaters and Diblo suggest that the 
condition should he known as “traumatic 
anuria.” 

Few British surgeons had hoard of the 
crush syndrome until I9il, for it had not 
boon dosorihed in the English literature. 
According to E. 0. L. Bjuvators, by the 
end of the 1914-18 war the syndrome was 
well recognized by the Gormans. Even 
before this era the condition was not un¬ 
known ; nineteen cases had boon recorded 
in eonneolion with the Messina earth- 
rpiake in 1909. 

In order to make clear what is meant 
by this term, a description of a typical 
ease history will ho given. 

As a result of bombing, masonry collap.scd 
and tbe patient’s tbigb was pinned beneath 
debris (Pig. 1) for about two bonrs. He was 
extricated and taken to a hospital, wiiere be 
was tre.ited for sliock with good effect. Ra¬ 
diography revealed no bony injury, but ob¬ 
vious extensive imisele damage and hematoma 
formation bad occurred in tbe affected limb. 
About twenty-four lionrs later ids urinary- 

• Trcaentcil nt the Fourth Internatioflal Assemblj 
fif the lotcrnatJonat CoUege of Surgeon**, Ncn* Tork, 
June, 1943. 


output became severclj' dimiiiislietl. In spite 
of a high fluid intake, amiria followed. 

Too often death from uremia results, 
usually about tbe seventh or eighth day. 
Tlic problem before us is to instifnte 
effective treatment. In order to do so, 
the cause of the .sjnidrome must be under¬ 
stood. At the present time it can hardly 
be said that the understanding of the un¬ 
derlying pathology has passed the stage 
of ingenions hypothesis. 



F»g. 1. The type of accnient uhieh resuUs iii thy 
crush syiiflrome. 


ETIOI.OQY 

So akin is this phenomenon to anuria 
follorving incompatible blood transfusion 
that the idea of uriniferons tubules 
choked with disintegrated erythrocytes 
was appealing. Since many orushed'pn- 
tlcnts had received blood or plasma 
transfusion, it was not nnnatui-al that in¬ 
quiring minds demanded that anuria 
from .such a cause should be eliminated 
before a new explanation was sought. 
Fortunately, a few cases were reported 
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where transfusion had not been given; 
furthermore, cases also occurred before 
transfusion was in general use. It now 
seems established that the anuria and 
other toxic phenomena are due to poison¬ 
ous products entering the circulation 
from crushed and djdng tissues. Some 
theorists suggest that katabolites, e.g., 
histamine, released from the mass of 
crushed muscle are the cause of the trou¬ 
ble; others that the pigment myohemo- 
globin derived from the same source is 
the noxious agent. Shaw Dunn claims to 
have demonstrated a specific renal tubu¬ 
lar lesion (Fig. 2). He argues that phos- 



b'ij:. e. The lesion in anuria due to crush syndrome 
(Sha'v Dunn’s findings). The ascending loop of Ilenlc 
ind the second convoluted tubules are alone afTected. 

plioric acid or uric acid are more likely 
io produce toxic changes than myohemo- 
ilobin. 

From the practical standpoint, one 
]>ioco of experimental work is of'out¬ 


standing significance. Eggleton has 
shown that the failure of renal function 
folio-wing limb crushing in dogs can be 
minimized or abolished by readmitting 
circulation to the crushed limb gradually. 

Patey and Robertson believe that the 
phenomenon is due entirely to an escape 
of blood constituents into the tissues of 
the limbs, the capillaries of which have 
temporarily lost their function through 
long compression. They believe that fluid 
given intravenously drains into the tone¬ 
less member, the potential capacity of 
which is enormous. 

. Still other theories have been put for- 
Avard. Many of these appear to be poorly 
supported by biochemical or pathologic 
findings. Before leaving this interesting, 
but unsatisfactory, inquiry we should 
take into considei’ation that sulphona- 
mides, particularly sulphapyridine, pre¬ 
dispose to hematuria and olignria. 

CLINICAL FEATURES 

The patient remains comparathmly 
well while trapped; the untoivard symp¬ 
toms come on usually in a matter of hours 
after release. 

GENERAL CONDITION 

Change in the mental outlook is often 
a premonitoiy sign. Cheerfulness gives 
place to apathj’-; composure to restles.s- 
ness; unclouded cerebration to mild de¬ 
lirium. Fainting sometimes ushers in 
the syndrome. From the point of vieiv of 
instituting rational treatment it is of 
paramount importance to make up one’s 
mind whether the patient is suffering (in 
part) from shock, and, if so, what part 
shock or delayed shock is playing in pro¬ 
duction of symptoms. In this connection 
oft repeated blood pressure readings are 
of signal service. It should be noted that 
a number of observers state specifically 
that their patient was not suffering from 
shock or had recoA'ered from shock. 
Slight cyanosis has been observed so 
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often that it can be taken that this sign 
of anoxemia is an integral part of the 
syndrome. Mild jaundice has been noted 
in several cases; its onset is reported as 
early as tbe second day and as late as tbe 
fonrteentb day. 

THE nWSE 

Most patients admitted as air raid cas- • 
ualties pass comparatively little urine 
during tbe first twenty-four to thirty-six 
hours. This is due to a variety of causes, 
such as shock, or dehydration following 
adrenal over-activity at the time of the 
ordeal. This, coupled with the fact that 
the nursing staff is usually overworked 
by the inrush of casualties, leaves little 
wonder that often oliguria, the cardinal 
premonitory sign of the crush syndrome, 
has been overlooked in the early stages. 
Like pther forms of anuria, the longer 
the condition persists the more difficult 
it is to treat. The scanty urine excreted 
during the early stages of the crush syn¬ 
drome is highly acid, and often contains 
Mood pigments. Of ooui'so a catheter may 
be necessary in order to secure sufficient 
urine to make this observation. 

THE niJXE 

So impressive is established anuria 
that most observers reporting cases have 
failed to detail the physical signs they 
found in the limb. If Patey and Kobert- 
son's theory is correct, one would have 
expected the swelling of the limb to be so 
striking as to demand eoinment, yet this 
does not appear to bo a general rule. In 
some cases the limb presents signs of 
impending gangrene; it is relatively cold 
and the nail beds are cyanotic. In other 
cases there is edema and blistering. Fur¬ 
ther observations on the girth of the 
limb, the presence of edema and the state 
of the pulse below tlie crush are needed. 

nitST AID 

During the period of pinning, if condi¬ 


tions allow, fluids should be given by 
mouth (if necessary by a long rubber 
tube and funnel which should he part of 
the armamentarium of rescue parties). 
Any warm fluid is suitable, and alcohol 
must he avoided. If there is severe pain, 
morphia injections must not he withheld, 
hut it is questionable if heavy doses of 
%to 1 gr. should he given. However re¬ 
mote the chances of extrication may 
seem, mental encouragement to the vic¬ 
tim is essential. When respiration is re¬ 
stricted, every effort must he made to 
administer oxygen to the trapped patient 
(Shepherd). As soon as the limb has 
been freed, or before if possible, a tight 
bandage or tourniquet must be applied 
above (he part which was crushed. This 
must he carried out as a first aid measure 
before the patient is moved. 

TEEATMENT 

That some kind of toarniqnet or an' 
elastic web bandage should bo applied 
before release, as suggested above, or as 
soon afterwards as practicable, in order 
to prevent a mass release of toxin into 
the circulation or loss of blood constitu¬ 
ents into it, seems agreed upon. That tbe 
tourniquet be loosened gradually and in¬ 
termittently is the essence of tbe fulfil¬ 
ment of all tbe hopeful theories built 
around this subject. Patey and Eobert- 
son employ a pneumatic tonrniquet. 

Cohen finds that the absence of arterial 
pulse due to arterial spasm or “stupor” 
is quite common when Mood is extra- 
vasated in the neighborhood of an artery, 
and if at the end of six to twelve hours 
the distal pulse has not returned, he ad- 
riscs that at any rate the main ves,soIs 
should bo exposed under local anesthesia 
and_ cleared of surrounding Hood clot. 
If time permits, periarterial sympathec¬ 
tomy can be perfonned with advantage. 
If necessarj- the wonnd can be left nnsu- 
tured. These remarks concerning opera¬ 
tive treatment apply to patients ndmiltefl 
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in good condition and where full pre¬ 
ventive measures regarding renal pro¬ 
tection have been inaugurated. This 
brings us to the all important manage¬ 
ment of the ease. 

As soon as the crushed patient has 
been thoroughly examined clinically, it 
will be possible to segregate the case into 
one of four categories; 

A. The patient is owt severely shocked; 
indeed he appears comparatively 
well. 

This is the lai’gest grou]i and the one 
where preventive measures are preemi¬ 
nently important. 

1. Place some form of tourniquet 
above the crushed area and arrange for 
this to be loosened intelligently over a 
period of several hours. This important 

..task must not be relegated to a nurse 
u- an orderly. The surgeon or his prop¬ 
erly instructed deputy must, if necessary, 
1)0 called every liour during tlie nigJit. 

2. Order in writing on the patient’s 
ease .sheet that all urine must be saved 
and charted. At the end of twenty-four 
hours, the amount the patient has passed 
must be clearly recorded. Accurate 
charting must continue for at least four¬ 
teen days. 

3. Order a high fluid intake—5 to 6 
])ints at least in tlie twenty-four hours. 
If necessary give this intravenously or 
intramuscularly, but usually it suffices 
to encourage the patient to drink. 

4. Prescribe sodium citrate (not po¬ 
tassium citrate) 2Po grammes and so¬ 
dium bicarbonate 21^ grammes to be 
niven every throe hours until the urine 
is alkaline to litmus, and continue wnth 
this ])roscription as necesary to keep the 
urine alkaline. The urine mu.‘=t be tested 
twice a day. 

P. rnqucsiionahly the patient is suffer- 
iiia from oliyuria. 

The call for alkaliiiizatinn of the urine 


is urgent. There is no better method than 
to inject intravenously 10 cc. each of iso¬ 
tonic sodium lactate solution and a satu¬ 
rated solution of sodium bicarbonate.- 
If these drugs are not available, a 3.8 
per cent solution of sodium citrate can be 
given intravenously. In contradistinc¬ 
tion to cases belonging to Group A, fluid 
' should be administered bj’- the intraven¬ 
ous route; such administration should 
proceed cautiously at first. 

C. The patient is suffering from severe 
shock. 

The treatment of the shock must re¬ 
ceive priority. The extent of the renal 
damage being unknown, it would be fool¬ 
hardy to proceed in the usual manner of 
treating shock by modern methods. Even 
in cases of the shock-hemorrhage syn¬ 
drome, blood transfusion should not be 
eiuployed until it has been proved that 
the kidnej^s are functioning reasonably 
well. Plasma transfusion is likewise con¬ 
traindicated in the first instance. In days 
gone by, many cases of shock 4vere suc¬ 
cessfully tided over the critical period 
by infusion of crystalloid as opposed to 
colloid solutions. Therefore it is advised 
to rely upon the administration of intra¬ 
venous saline or better still 5 per cent 
glucose, combined with injection of pres¬ 
sor substances, e.g., desoxycorticoste- 
ronc, until a flow of neutral or alkaline 
urine has been established. Once the kid¬ 
neys have been protected, plasma or, if 
uecessaiy, blood can be gravitated into a 
vein with confidence and benefit, 

D. Anuria is established. 

A considerable experience of anuria 
in civil surgeiy has convinced me that to 
sit with folded hands and hoi^e that the 
patient will pass urine is rarely rewarded 
))y anything but remor.se that more active 
treatment wa.*-- not started earlier. In the 

* put up 

rru«Iy fur u-p iu .'iuipuuif>-. 
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anuria of the crusli syndrome the prob¬ 
lem of rational treatment is easier than 
in cases occurring in civil in'actice where 
an obstructive lesion, e.g., calculous anu¬ 
ria, must be eliminated before attemptuig 
to stimulate renal functions. There seems 
to be no reason for not proceeding in pre¬ 
cisely the same manner as in nonobstrnc- 
tive anuria from other causes: 

1. Ascertain whether low blood pres¬ 
sure is the cause of the anuria (prerenal 
anuria). If the blood pressure is vei'y low 
concentrate on endeavoring to I'aise tbe 
blood pressure but observe the stipula¬ 
tions detailed under sub-heading C. 

2. If the blood pr-essure is adequate, 
administer isotonic sodium sulphate 
(4.28 per cent) intravenously very cau¬ 
tiously, and not exceeding 1 to IV 2 pints 
unless the urinary flow is reestablished. 
While this is proceeding, hot packs are 
applied to the loins. The administration 
of standard doses of adrenal cortical ex¬ 
tracts subcntanooHsly cannot be harmful 
and in the opinion of many is of consid¬ 
erable benefit. 

3. Take the patient to the operating 
theater and administer a small (half) 
dose of spinal anesthetic. A spinal anes¬ 
thetic, of itself, has been shown to ter¬ 
minate reflex anuria, but an additional 
reason for giving the spinal anesthetic 
is that it will help to make cystoscopy 
painless. Through the eystoscope ure¬ 
teric catheters are passed, and we wait 
for a full quarter of an hour to sec if 
urine drips from tlie catheters. On many 
occasions this enterprise has been re¬ 
warded. When proof that renal function 
has awakened is forthcoming, we pro¬ 
ceed to coax the renal epithelium to ac¬ 
tivity; sodium sulphate (4.28 per cent) 
or, alternatively, 5 per cent dextrose 
is given intravenously, in proportion to 
the urinary output. 

4. When the above measures are un¬ 
successful, cari-y out renal decapsulation 
with the patient in the completely prone 


position. There appears to be too mueli 
hesitation in performing this operation. 
With the area already partially anesthe¬ 
tized by the spinal anestiietio, local infil¬ 
tration is perfectly satisfactory. One 
kidney should be exposed and decapsu- 
lated without delivery of the organ, and 
if all goes well the other .side can' be 
treated similarly. If Mayo’s incision is 
employed, there is no necessity to suture 
the wound or wounds save onlj' for a few 
sidn stitches. 
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SUiiatARY 

First .aid and general treatment of 
crush syndrome are discussed. Cases are 
divided into four categories: those in 
wliicli tile patient is not severely shocked ; 
those in which the patient is unquesfion- 
ahly suffering from oliguria; cases of 
severe shock; coses in wiiich anuria i.s 
estahlislied. In Group I measures are 
usually preventive. In cases of oliguria, 
alkalinization is recommended. Patients 
with severe shock should he given a pre¬ 
liminary injection of intr.avenons saline 
or glucose followed by blood or plasma 
transfusions when the kidneys arc func- 
tioiiingwoll. If anuria is established, the 
patient should lie treated as in nonoh- 
strnctivc anuria from otlicr c.ausos. 
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SUMAKIO 

Se discute el primer auxilio y el trata- 
miento general del sindrome de compre- 
sion (magullamiento). Los casos son di- 
vididos en cnati'o categorias: Aqnellos eii 
qne el paeiente no esta severamente clio- 
queado; aquellos casos en que el paeiente 
esta indudablemente sufriendo de oli¬ 
guria ; casos de cheques severos y casos 
en que la anuria esta establecida. 

En el primer grupo el tratamiento es 
generalmente preventive'. En casos de 
oliguria, alcalinizacion se recomienda. 
En los casos de cheques severos deberan 
recibir una injeccion preliminar salina 
entravenosa' o de glucosa, seguida por 
transfusion de sangre o de plasma 
cuando los riuones funcionan bien. Si 
anuria existe, el paeiente debera recibir 
el mismo tratamiento que en anuria (sin 
obstrucci6n).y de otras causas. 

EESUaiE 

L’auteur discute le traitement d’ur- 
gence et le traitment general des ecrase- 
ments. H classifie les cas en quatre cate¬ 
gories: (1) les cas dans lesquels les 
blesses ne sont pas en etat de choc severe; 
(2) les cas dans lesquelles les blesses 
souffrent d’oligourie; (3) les cas de 


choc profond; (4) les cas d’anurie por- 
sistante. ’Dans le premier groupe, le 
traitement est preventif. Dans les cas 
d’oligourie, I’alkalinsation est precon- 
isee. Dans les cas de choc profond, si les 
reins fonctionnent bien oh donnera des 
injections intraveneuses de scrum arti- 
ficiel, additionne de glucose, suivies de 
transfusions de sang on de plasma. vSi 
I’anurie est etablie, le malade recevra le 
traitement indique dans toiite amirie 
nonobstructive. 

Bheo^h 

9Ta cTaxta oScyjK^aeT nepByio noMOiqi. n 
odipyio MeTO;^IIKy jie^eHua ciiHflpoMa bo 3- 
HUKaiomaro b noBpejKACHiiax npnHiiHiieuux 
coKpyruaiomnM ;^aBJeHIIeM. Bee CAynan 
pas^ejiCHH Ha HexHpe Kaxeropnn; 1. xe, 
KOxopBie He conpoBoxcfleHH chjibhlim hiokom, 
2. xe, B KOxopHx desycjoBHO npncyxcByex 
yMeHtmenne mohh (oliguria), 3. cxyaii oneni. 
ciijiBHaro luoica, 4. c;iyBan no;iHaro oxcyx- 
cxBHH MOHH (anuHa). B nepBOii rpynne 
npHMeHHMBi xjiaBHMM o(5pa30M npefloxpann- 
TejiLHLTJi iiepLT. B cjiyianx ymahuieiiiiJi 
MOHeH3;^eAeHua peKOMen^^yexca ajiicajinsa- 
pna. napneuxasi c rJiydoKUM moKO.v ne- 
oC.xofliiMo AaxB ciiaiajia iiiixpaBenosnoe 
BcnpHCKHBaHHe HopMa;iBHaro cojanoro pac- 
xBopa HAH r.xi0KO3H, a saxeM, ec^n hobkh 
paOoxaiox, nepe^HB xpoBH imh njasMti. B 
cjiyaaax noAiiofi aH^^pnn, jiCBeiriie xoKC 
cajioe icax n bo bccx c;ryvaax airypiiir hc 
M e.xaniivecicaro nponsxoHCfleiina. 
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I N THIS war, more particularly than 
in previous conflicts, medical officers 
in the United States Navy serving 
afloat, afidd'anA with aerial units have 
many new problems which demand study 
and research. Fighting men must survive 
and function effectively in, estremes of 
environment from Icarian heights to ce¬ 
tacean depths, from Arctic frigidity to 
tropical torridity, from monotonous calm 
to explosive blast. The tempo of modern 
fighting is now paced by the whirring of 
propellers and the whirling of wheels 
instead of the slow tramp, tramp of 
marching feet. 

The corridors of war are vibrant with 
the deafening roar of motors, redolent of 
petroleum fumes, and illumined by the 
Martian flash of new machines of war. 
Modern warfare presents medical prob¬ 
lems sui generis, which have no counter¬ 
part in times of peace, and their solutions 
are characterized by a quality of imme¬ 
diacy. Thus research during war has two 
special attributes: first, the problems 
grow out of, and are formulated by war¬ 
time experience; and second, the-econ¬ 
omy of time is such that a workable solu¬ 
tion today is more to be desired than a 
complete answer tomorrow. Our research 
activities are therefore marked by prac¬ 
ticality, applicability and speed. The 
motivation to research is the desire to 
contribute in every way possible to the 

* Presented at the Fourth International Assemblj- 
of the International College of Surgeons, New Tork, 
June, 1943. 


ivinning of this war, and not merely the 
satisfaction of an intellectual curiosity. 
Fundamental research must now be sec¬ 
ondary to applied research. 

Naval medieme is an ancient art and a 
modem science. Science discovers and 
formulates principles; art applies these 
principles to practical use. Hence, for the 
development of the science of Naval 
Medicine, the medical officers of the Navy 
must conduct their own research and in¬ 
vestigation while guarding the health of 
Naval personnel. 

Medical research in the Navy is not a 
new function, hut has been carried on for 
jmars in many naval establishments. 
The Naval Medical Department main¬ 
tains research facilities in Aviation Med¬ 
icine at Pensacola, in Submarine Medi¬ 
cine at New London, as well as various 
projects in addition to routine duties in 
naval hospitals and other naval medical 
activities. 

AH research in naval medicine is co¬ 
ordinated under the Research Division 
of the Bureau of Medicine and Surgery. 
One of our outstanding and most able 
medical officers, Rear Admiral H. W. 
Smith, (MC), ti.S.N., (Retired), is in 
charge of the Research Division and co¬ 
ordinates the research activities of the 
Medical Corps. He also acts as the naval 
medical representative and liaison offi¬ 
cer to other national and-internationnl 
research groups. 

The Surgeon .'’-nr.. f ' -'ivy 

Vicc-Admii 
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soiially interested in naval medical re¬ 
search. It is largely through his interest, 
initiative and foresight, that a broad 
program of research has recently been 
developed and that the Institute Avas 
founded and dedicated to strengthening 
the role of the Medical Department in 
accomplishing its mission, that of keep¬ 
ing “the most men at the most guns for 
tlie most days.” 

The Naval Medical Eesearch Institute, 
established and commissioned on Navy 
Day, October 27, 1942, is now the central 
and primary focus of naAml jnedical re- 
seai’ch. Since I am jnore familiar Avith 
the dcA’-elopment and Avork of this re¬ 
search unit, the major part of my re¬ 
marks AA'ill be confined to its role in 
promoting advances in Naval Medicine. 

The Naval ]\[edical Eesearch Institute 
is located at Bethesda, Maryland, as an 
'integral part of the National Naval Med¬ 
ical Center, and is staffed by officers of 
Ihe Naval Medical Service and ciA'ilian 
scientists. Its primary purpose is to solve 
militaiy medical problems through co¬ 
ordinated and cooperatiA'c research. The 
Institute is housed in three adjacent 
Iniildings, t.AVo of jAermanent construc¬ 
tion and one of tcmporaxy nature. To 
facilitate administration and to expedite 
the Avork of the Institute, the organiza¬ 
tion is partitioned into diA’ision and de¬ 
partmental laboratory groupings. 

There are diA’isions of: 

1. NaA'al Ecologie ircclicino 

2. NaA'al PrcA'cntiA'c Nediciiic 
a. Dental Besoaveh 

4. Equipment Researcli. 

The laboratory groups comprise: 

1. Biop]iysic<. Special Senses, and Applied 
P-SA'clmlogy 

2. Nutrition and Biochemistry 

3. Microanaimny. Pathology, and Electron 
llicrojcopy 

4. rdicroMology. Bacterinlngy. and Virology 


5. Physiology, Pliarmacology, Toxicology, 
and Experimental Surgery 

6. EiiA'ironinental Compartments; High Al¬ 
titude, Deep-Sea and Psychrometric Cham¬ 
bers 

7. Dentistry 

8. Biometrics. 

The projects are classified into 

1. General—affecting the NaA-y as a Avliole 

2. Maritime Medicine—surface a’csscIs 

3. Submarine and DiA-ing Afedicine 

4. AA’iation jMedieine 

5. Field Aledicine— i.c., Aledical Sci’A’ice Avitli 
the U. S. Alarine Corps. 

The staff of the institute" is composed 
of: 

1. 30 Commissioned Officers 

2. 10 WaA'e Officers 

3. 5 Civilian Scientists 

4. 50 Hospital Corpsmen 

5. 25 Enlisted 'Waves, 

It may be of interest to enumerate and 
describe briefly some of tlie sjAecial equip¬ 
ment and facilities that the Institute af¬ 
fords. Tlxe loAv pressure chamber is cap¬ 
able of attaining a simulated altitude of 
60,000 feet, Avith its corresponding Ioav 
temperature of —67° P., AAuthin fifteen 
minutes, starting at atmospheric pres¬ 
sure and ambient temperatures. A high 
]irossure chamber in the diAung unit 
may be used to simulate dNes to a depth 
of 1000 feet, equiAmlent to a pressiive of 
500 pounds per square inch. At hand are 
.gas-mixing rooms Avhere gas mixtures of 
any combination may be componnded and 
I)roi)erIy mixed under high pressures. 
Tliese ga.scs, sue]] as helium-oxygen mix¬ 
tures, Avill be used for experimental AA'ork 
in diving and submarine medicine. Tlie 
laboratories of psychoinetry are de¬ 
signed to produce temperatures of 0° F. 
to 120"^ F., witli a control of one degree 
and Immiditie.s range from zero to 100 
per cent, Avith a control of'1 per cent. 
Treadmills, ergometers and .spirometer.s 
are used to studA- tlie “man-o-AA'ars” man 
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in relation to liis external environment. 
Nutrition, water and salt metabolism and 
clothing are some of the directions re¬ 
search is taking in this division. 

An air-conditioned compartment was 
especially designed to house the electron 
microscope, which is now in daily nse. 

Through years of experience indns- 
trial corporations have learned that “the 
foundation of research work lies in the 
qnality of the minds of the investigators 
and the freedom and tranquillity permit¬ 
ted for the use of their abilities,” and that 
the cost of research is repaid many times 
in the commercial value of discovery, 
hfedieal research is not to be excepted 
in these respects, for it is recompensed 
not alone by monetary returns, but also 
by human values. One example may bo 
given from the investigations of the 
Naval Medical Research Institute, name¬ 
ly, our attempt to obtain drinking water 
from sea water. 

The plaint which issued from the 
parched lips of The Ancient ilnriner, 

“Water, water everjnvhere, 

And ail the hoards did shrink! 
Water, water everywhere, 

Nor any drop to drink.” 

need no longer he the wail of shipwrecked 
men, for Elysian visions of sweet water 
flowing from the briny billows of the sea 
to quench their intolerable thirst are 
now a reality. For the first lime in 
histoi-y, an effective, simple chcmienl 
method of deminernlizing sea-water has 
been achieved—an unitjue and invalnahle 
contribution to the morale and physical 
welfare of our fighting men, that alone 
will repay the cost of fliu Naval Jledical 
Research Institute and justify its estab¬ 
lishment. 

The United States Navy is utilizing to 
the fullest extent its facilities and scien¬ 
tific personnel in the study and solution 
of urgent medical problems arising from 


military action mid need, to the end that 
wounds of war may he healed and the 
ways of peace be hastened. 

In eonclusion, it may be stated before 
this assembly of surgeons, that surgery 
is most interrelated ^Yith Avar and this 
relation existing hetwoon the military 
and surgical professions has been recog¬ 
nized since the days of the jtneients. In 
fact, one great military writer has re¬ 
sorted to medical and surgical tenninol- 
og}' and has defined Avar as an “Epidemic 
of Trauma.” 

It therefore seems appropriate that the 
operating surgeon must cope Avith this 
epidemic of personal injuries created by 
the modern implements of human de¬ 
struction. 

An interesting fact is involved in the 
functions of surgery in Avar. While other 
activities and agencies are conducting 
research to create newer and greater 
instruments that will increase the rate 
of Iinmnn destruction, the medical and 
surgical professions have initialed re¬ 
search to develop improved methods to 
diminish and to repair, on friend and 
captured foe, the offoots produced by the 
newer weapons of war during this “Epi¬ 
demic of Tranma.” 

soM.ArAnv 

Naval medical I’csoarch in Avartiino has 
several particular attributes: (1) the 
problems arise from the exigencies of 
war; (2) the solution must he immediate 
rather than final; (3) fundamentnl re¬ 
search is subordinate to applied research. 
The Avork is carried on by (he Research 
Division of the Bureau of Medicine and 
Surgery at the Naval Medical Research 
Institute at Befhesda, Jfaryland. 

sujtAnio 

Estndios imvalos-medico.s, en (iompo 
de giicrra, ticnon ciertos atrihntos par- 
ticulares; 
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1. Los problemas originan en las exi- 
geneias de guerra. 

2. La solucion de diclios problemas es 
inmediata y no remota. 

3. La investigacion fundamental esta 
subordinada a la practica aplicada. 

El trabajo es continuado j)or el De- 
partamento de Inxestigaeion de la Oficina 
de iledicina y de Girugia del Institute 
Naval Medico en Betliesda, Maryland. 

RESUME 

Pendant la guerre, les reeberclies me- 
dicales de la marine sont influencees par 
trois considerations: (1) Les problemes 
sont suggeres par les exigences de la 
guerre. (2) Les solutions doivant etre 
immediates plutot que finales. (3) I] 
importe que les recliercbes soient fonda- 
mentales. Toutes ces etudes et reeber- 


dies reQoivent I’attention du “Eesearcli 
Division of the Bureau of Medicine and 
Surgez’y” de I’Institut Navale de reclier- 
clies inMicales de Betliesda, Maryland. 
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HOJt .I'lncxiixyxe b Eexec/i;a, Mapi.iJiaiiA 
(Research Division of the Bureau of Medicine 
and Surgery at the Naval Medical Research 
Institute, Bethesda, Maryland). 
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Surgeons and Events 

by 

DR. MAX THOREK 

GUILLAUME DUPUYTREN—(1770-1835) 


G uillaume duptjytebn, one 

of the most gomtillating stars of 
French medicine, first saw the 



Guillaume Dupuytrcu. 

light of day on Oct. 5, ITT" in the village 
of Pierre Bnffiere in the Haute Vienne 
district about eighteen miles from 
Limoges. 

Guillaume’s father, a lawyer of scant 
means, sent him to the College of Mag- 


unc-Lavnl At the age of twelve the luck 
star which seemed to guide the bo; 
throughout his life first shone on hin 
A certain Captain Keller was so im 
pressed by Guillaume’s good looks an 
intelligence that he requested and ol 
tained permission from Guillaume’ 
father to educate the lad. The captain' 
brother was principal of the College d 
la Marche, and there Guillaume was seni 
where, it may be noted in passing, h 
was a poor Latin student. 

At sixteen he wanted to become a sol 
dier, but his father intervened and mad 
him study medicine, this although h 
made no provision for the young str 
dent’s maintenance. Many a time as 
medical student at the Ecalc de Midecin 
in Paris, Dnpuytren went without foo* 
and clothing and was forced to speni 
many hours of the cold winter days i: 
bed to keep warm. However, his spiri 
of pride and independence made Dnpuy 
tren indignantly refuse all offers of aic 

At the age of eighteen he obtained th 
position of pro.soctor at the newly es 
tahlished Ecole de Santi. The post car 
ried with it a salary of 200rf francs, bu 
the course of the Revolution had cause 
the paper currency to so dopreciato i: 
value thntDupuytren wrote home for si: 
crowns, which his mother indignantly re 
fused him. In those early* misfortune 
we may see the foundation'for that bit 
temess of spirit which he carried to tlji 
grave, even though f • ' • - 
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smiled on him for many years. The Bevo- 
lution, however, did thus early in his 
career furnish him with some experience 
in war surgery when the Parisian up¬ 
heaval of 13 Vendemiaire, 1795, pro¬ 
vided him with wounded to attend. ■ 
For several years his work was cen¬ 
tered about the Ecole de Santi. Corvisart 
and Leroux gave him full charge of au¬ 
topsies at the school. Through his teach¬ 
ing connection his name was listed as a 
member of the Societe Medicale d’Epiv- 
lafion (1797). In 1799 the opportunity 
was afforded him of carrjdng out some 
anatomical research udth Leclerc. In 
ISOO Dupuytren was conscripted into the 
Armj’’, but the faculty of the Ecole de 
Savti valued his services sufficiently to 
obtain his exemption. 


In 1801 Dupuytren became chief of 
the anatomical work, privileged to study 
with Chaussier. He discovered the 
canals of the diploe. At this time Dupiiy- 
tren became an ardent admirer of 
Bichat, who was laying the foundations 
of modern pathology, and decided to 
turn his attention to pathology. 

In 1802 recognition began to come to 
Dupuytren when he was named surgeon 
of the second class at the Hotel Dion. In 
1803 he founded the Societe Anaiomiqiic. 
Ba.yle began to write up some of the 
work being done in pathology, and Dii- 
puytren demanded that he be named as 
the founder of j^athology in place of 
Bichat, who had recently died and elimi¬ 
nated himself thereby as a rival, falsify- 

(Coniinuccl on -page S60) 
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St- r.ot-f in Dupurtrer.'t handrritinjr snd bearing bis sigririture. (From Om nuthor'e follcction.) 



Cesarea Extraperitoneal en Distocias Provocadas por las 
Partes Blandas de la Pelvis y en Mujeres Infectadas* 

(Indications for Extraperitoneal Cesarean Section in Certain 
Cases of Dystocia of the Soft Parts and in Infected Women) 
BERNARDO J. GASTELU.tt, At.D, 

MEXICO, D- F, 

(PART I) 


SUMMARY 

Biiipliasis lias been iilaoed on tlio 
significance of dystocia of the soft 
parts, wliieli, as Diidcrloin has 
stressed, may at times assume the 
importance of those due to deform¬ 
ities of the osseous pelvis, b\- inter¬ 
fering with the descent of the fetus 
and even making its delivery im¬ 
possible through the natural chau- 
iiGle. 

AVlien the ohstetrioian overlooks 
an existing dystocia of the soft 
parts, the parturient woman is fre¬ 
quently submitted to various exam¬ 
ination and vaginal maiiipidations 
that lead to a treatment of c.xpoct- 
nney in the hope of a natural de¬ 
livery. This unnecessary prolonga¬ 
tion of labor favors the excessive 
traumatization of the birth canal 
and exhaustion of the mother which, 
at times, endangers her life and 
that of tile baby. It is in those in¬ 
fected cases, with a ruptured hag of 
waters and threatening fetal as¬ 
phyxia, hut who still possess power¬ 
ful ntorine contractions, that the ex- 
traperitoneal cesarean section is 
indicated. 

It is tlie opinion of the author that 
the extraperitoneal cesarean sec¬ 
tion should he performed in all cases 
in which it is indicated, and, event¬ 
ually, despite its technical difiicul- 


* Presented at iJic Diird International AssetnhU of the 
Intefnaitniial College of Surgeon^ in Mexifn Cily, 


tics, it will become the procedure of 
choice, in a manner similar to the 
present acceptance of the lumbar 
route in nephrectomies. Waters’ 
idea, applicable to all eases, is the 
one that should prevail over all the 
others that have inspired tlie pro¬ 
cedure of extra-peritoneal cesarean 
section. 


C UANDO el partero os llninado i 
e.vaminar a nna imijor ombarnz.adj 
tieno presonto ontro las difioultado; 
quo puednn imposibilitar cl parto, aqnc 
lias quo so refieren espooialmente a h 
pelvis osca, al feto inismo, al osiadi 
general de la paciente. No le pasa poi 
la imagiimcion nnomah'as qne so rcfiorai 
propiainento, a las partes Wandas de li 
hilera genital, a mcnos qne esfas altera 
clones constituyan esc cnadro do Ii 
patologi'a de las partes blandas qni 
cmimcra los textos de ohstofricia: con 
glutinacion del orificio nterino, hciim 
tomas de la vulva, de la vagina, vagi 
nismo, csfenosis cicatricialos do la vagini 
y del cucilo nterino, prolapse, anonialfai 
del cordon, do In contraccidn uterina 
rigideecs del cueilo, distocias do nafu 
ralcza placcntaria, etc. etc,, agregiicnsi 
a cstas, los trastornos a quo dan Inga: 
las intervoneiones quirurgicas, los trau 
iiiatismos, ol iiso de causticos o de otro! 
metodos trnumafizantes. Todos e.slo: 
aiitcccdentcs enda autor los ordciia a. 
manera; distocia al, nohil '' 

las partes Wand^ hi 
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anomalias de la jaelvis osea, de la vias 
blaiides del parto, de la coiitractilidad, 
de la forma j tamano del facto, etc. El 
caso es, que si faltan estos antecedentes 
referidos a las partes blandas pero de 
tal iinportancia que por si mismos 
Uaman la atencion, el tocologo no liace 
ninguna investigacion del conducto 
perineovagino uterino. 

Pues bien, bay que preguntarse y re¬ 
sponder sinceramente a la pregunta, 
icuantas ocasiones ha tropezado el 
tocologo con \dcios de la pelvis osea o 
esos padecimientos de las partes blandas 
a que acabo de referirme y que le liagan 
dificil 0 imposible el parto? De ordi- 
nario, cuando esos padecimientos existen 
son conocidos prcAuamente, trombus de 
la Auilva y de la vagina, placenta inserta 
anormalmente, desprendimiento previo 
de la iDlaeenta, feto de gran tamano, 
duplicidad de los organos, etc., lo que 
orprende ordinariamente es, que un em- 
barazo que lia evolueionado normal- 
mente, y una mujer que no presenta las 
alteraciones anatomo-patologicas a que 
me he referido, de constitucion osten- 
siblemente normal, el parto no se veri- 
fique como se esperaba; se vuelve intem- 
pestivamente dificil, frecuentemente im¬ 
posible, teniendose que recurrir en mas 
de una ocasion a metodos quirurgicos 
aparentemente desproporcionados a los 
antecedentes. Esto quiere decir por lo 
tanto, que ademas de esos obstaculos al 
parto determinados por padecimientos o 
accidentes de las partes blandas, diindole 
a este concepto la extension que le asigna 
Ivroning, pues todo lo que no es oseo 
tiene que ser parte blanda, y como 
obstaculos provocados por partes blan¬ 
das on el parto, se sefiala justificada- 
mente tanto al prolapso del cordon, como 
a las presentaciones oblicuas por inser- 
cidn baja de la placenta, e.xisten otras 
diiicultades opiiestas por las partes 
blandas al desconso del feto, que no por 
no ser obstensibles, dejan de tener la 


maxima importancia en el desarrollo del 
parto. Que estos impedimentos eran co¬ 
nocidos desde hace varios siglos, nos lo 
ensena el famoso Jcaso del earnicero 
Jacob Neufer, de Sigerslianser, Suiza 
en 1500, que opero a su mujer embara- 
zada por primera vez y que despues de 
varios dias de trabajo y con dolores 
espantosos, en presencia de matronas y 
practices de talla, abre el vientre como 
estaba acostumbrado hacerlo en la cas- 
tracion de los cerdos y extrae un nifio 
que vive 77 anos. Sutura la herida al 
mode veterinario, y la mujer ^melve a 
tener gemelos y euatro partos mas, lo 
que comprueba que la causa de la im- 
posibilidad del primer parto, no era la 
estrechez de la pelvis osea, sino la de las 
partes blandas. Y son a estos obstaculos, 
a los que voy a referirme en esta ocasion. 

Para que el feto saiga, el canal uterino 
vagino perineal habra que dilatarse al- 
rededor de treinta y euatro centimetres; 
esta distension de los tejidos en el estado 
ordinario parece desusada, tan poco 
elasticos se manifiestan y tanta es la ro- 
sistencia que veneer para distenderlos. 
Pues bien no refloxionamos, tan natural 
es el parto, que estos tejidos pueden 
oponer resisteneia a la marcha del felo c 
internunpir su descenso. Que una \mlva 
se abra mas adelante o mas atras del 
eje pelvico, ocasiona tambien la misma 
dificultad. j?or lo tanto del canal perineo- 
vagino-cervical, depende fundamental- 
mente el futuro del parto, de las partes 
blandas de este canal que no tomamos en 
serio, para referir a ellas el retardo en 
la marcha del trabajo. 

De las partes blandas que constituyen 
Ja hilera genital, capaces de oponerse a 
la propulsion del feto, por las contrac- 
ciones utero-abdominales, por orden de 
su importancia, tenemos; las fibras 
numculares circulares que forinan el 
cuello uterino, el elevador del ano por 
sus inserciones a los hordes de la vagina, 
los museulos que forman propiamente la 
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vagina, el mxisculo constrictor de la 
vagina que se continua con el esfinter 
extemo del ano forniando una especie- 
de ooho, de modo que las eontracoiones 
de estos musculos son solidarias; el 
psoas y los vasos, iliaca y vena externa 
cuando son muy salientes, reducen los 
diametros oblicuos y transverse' del 
estrecho superior; no son inenos im- 
portantes los diametros del estrecho in¬ 
ferior 0 de la parte superior de la pelvis 
blanda, estos diametros son extraordi- 
nariamente dHatahles gracias al aparta- 
miento de los mdsculos elevadores y a la 
retropulsion del cooeix, de estos diame- 
Iros del estreclio inferior, el transverse 
limitado en el esqueleto por las caras in- 
ternas de los isquions, es disminuido en 
algunas oeasiones por el desarrollo de 
. los musculos ohturadores internos y la 
grasa isquio-rectal, sohre la aponeurosis 
del ohturador algunas veees se desa- 
rrollan pequeiios fibromas. 

La pelvis blanda es un canal formado 
pox mdsculos y aponeurosis que se in- 
sertan sobre la pelvis osteo-ligamentosa, 
esta pelvis es amplia cuando pasa el feto, 
su importancia ha sido reconocida desde 
los viejos trabajos de Fabbri, Sabatier, 
etc. La pelvis blanda pfesenta exterior- 
mente tres orificios, uretral, vaginal y 
anal; la porcion comprendida entre la 
vagina y el ano y entre este y el coceix 
se llama perineo, anterior y posterior, 
estos dos perineos sufren una amplia- 
cion considerable en el momento de la 
expulsion del feto, pero aunque no se 
dilaten no constituyen, como asegura 
Crosse, un verdadero obstaculo para la 
salida del feto. De los orificios que aca- 
bamos de mencionar, el que nos interesa 
es el vaginal, con un diametro cocci-sub- 
pubiano de ocho centimetros, y un trans- 
verso, de cuatro centimetros, el mxisculo 
elevador especie de diafragma invertido 
en forma de embudo constituye la capa 
profunda del piso perineal, la capa 
superficial es menos importante para 


obstacxxlizar al feto y la forman, el mus¬ 
culo transverso del perineo, que va de 
las earns laterales de la vagina a la earn 
interna del isqxxion taxnbira al esfinter 
anal, el constrictor de que ya hablamos 
lo mismo que el esfinter, los bxxlbos e 
isquio cavernosos. 

La aponeurosis fonnan dos pianos 
aproximados y confundidos liacia ade- 
lante y atras,-pero distintos y distantes 
en la parte media, por si misnias excep- 
cionalmente difierdtan la propxilsion 
fetal. Pues bien, una resistencia in- 
debida de estas partes blandas al im- 
pxilso del xxtero, conduce si la contraccion 
es potente, y no cesa, a desgarros del 
segmento inferior del utero, si hay 
cierto eqxxilibi’io entre la resistencia de 
las partes blandas y la fuerza utero ab¬ 
dominal, el trabajo se detiene, se alarga, 
continuandose cuando la resistencia de 
las partes blandas es vencida, pero si 
esta resistencia es mayor que el impulso 
uterino, entonoes el trabajo cesa y llegan 
poco a poco para la madre los trastornos 
de la fatiga obstetrica y de asfixia y 
muerte para el nixio. El case tipioo es 
este: un parto que principia y que todo 
hacia presxxmir un easo normal, in- 
tenipestivamente se entrampa, el cariz 
de los hechos acaba con la primitiva 
alegria, la situacidn se vuelve oscura y 
hay qxxe obrar. 

Seitz, calcxxla que de dos millones de 
niiios qxxe nacen en Aleraania, de diez y 
seis a veintemil mueren por dificxiltades 
de las partes blandas y que un trata- 
miento apropiado podx'ia salvar cuando 
menos doce mil. Formo una interesante 
estadxstica, por la que, de los ninos que 
mueren el 65 por ciento lo deben a ob- 
stacxdos de las partes blandas, y el 20 
por ciento a estrecheces pelvicas. Si por 
lo visto son las partes blandas las qxxe 
diticxiltan el parto en mayor porporcion 
que lo que lo hace la pelvis y los pade- 
cMentos que con an' ' ' ’ ’ u. 
clone, hay que preg^ixixn. 
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stuculos al parecer tan deleznables son 
capaces cle oposicion tan seria? 

Porqne cle los olcinentos nnisculares 
enmnerados, los innsculos del cuello 
uterino y el elevador ‘del ano son los 
qne realinente tienen importancia. Tam- 
l)ien y inuy traseendente los propios 
innsenlos del ntero, j)orqne esta innscu- 
latnra os el factor determinante de la 
})ropnlsi6n del feto. 

Presenciainos lieelios paradojieos; nna 
ninjer bien innscnlada, procluce' con- 
tracciones nterinas debiles en el momen- 
to del jiarto, y en otra de eontextnra 
delgada, sn trabajo es notorianienlo 
eficiente. 

Ija cansa do las eontracciones uteii- 
nas en el parto es nn fenomeno insnfi- 
--„cientomcnte dilncidado, se atribnye a 
ccreeiones internas, estimnlo de las tor- 

inaciones nerviosas, etc.; la bistero- 
p’afia interna y externa aplicada a sn 
estudio, coino medio para estableeer nna 
terapentiea medicamentosa del trabajo, 
no ba conducido a resnltados practicos 
y contimia como procedimiento de la- 
boratorio. Fabre. 

Con la dcbiliclad do las eontracciones 
nterinas se constitnye nna ontidad pato- 
logica, la inercia, qne pnede revestir 
divorsos grades, tanto por lo qi;e se rc- 
laciona a la intensidad de los clolores del 
litero como a sn dnracion; bay inercias 
transitorias, son nna cspecie de pansa 
en el trabajo nterino, nna vcz reenperada 
la contraetilidad por el doscanso, el 
trabajo sc reannda y el parto tormina 
lolizmente. En otras ocasionos, annqne 
raras. im se reanndan las eontracciones 
del xVo-ro. jiaroce eoino si su energia se 
hul.iicse terniinado definitivanicntey oste 
sne‘'sn ]nie<le ocurrir en el periodo de 
'lihitaeidn e en e! de expulsion, por si 
niisina la inercia no e< nna razon para 
'.ro'er nini ec-sarea segiin "Winter, y 
n-'r'-na. '-1 jnn-de enjuieiar las 

icmsas '.ie’.er:nii!antfs d'* la debilidad de 
!;i.' .■ •at::’..- eee- y .i<- la paralizaciun 


del parto. La indicacion para “cesa- 
rear”, exxDresion qne nsa, solo xmede jns- 
tificarse por otras cansas nnidas a la 
anterior, es decir a la inercia. 

La consistencia blanda del litero 
gravido de los primeros mesos, es snsti- 
tnida por sn dnreza debida a las con- 
traeciones intermitentes; cl espesor do 
las fibras varia sogtin la region y la 
epoca del embarazo. La pjorcion inferior 
es mas delgada qne el resto del organo, 
la pared nterina dnrante los cinco pri¬ 
meros meses engrnesa por la bipertrofia 
del tejido mnscnlar, y dnrante los cnatro 
nltimos meses bay nn adelgazamiento 
de este tejido posiblemente debido a sn 
distension. Fabre. Per.o estas investiga- 
eiones beebas en mnjeres mnertas, si bien 
nos sirven jDara conocer los cambios ana- 
tomicos del tejido mnscnlar nterino en 
la epoca del embarazo, no nos dan los 
medios de presinnir lo qne x^arara en nna 
embarazada. Cuando la falta de con- 
tracciones nterinas o su debilidad no 
pnede referirse a algiin padecimionto 
ostensible, sino qne radiqne on los cen¬ 
tres neianosos del ntero, en sn insnt’i- 
ciente desarroUo mnscnlar o en la ansen- 
cia de las bormonas o snbstancias di- 
vorsas tpie excitan la fil)ra, [como pre- 
cisarlo? Lo qne debemos bacer cnando 
no existan lesiones qne lo expliqnen es 
agotar teoricamente en cnanto a la 
causa, la terapentiea reeomendada como 
eficaz. 

El limite de la onda mnscidar nterina 
estndiada bace mnebos afios por Pinar, 
se encTientra en el anillo de Sebroder o 
de Bandl; bacia abajo el segmento es 
limitado por el orificio interne del 
cuello llainado obstetrico o mecariico. La 
mucosa cervical alcanza muebas voces 
una region mas alta qne la del orificio 
oi)slelrico, lo qne prueba quo una 
parte del cuello, Faijre, entra en la con- 
.siitucion del segmento inferior, lo qne 
mis iiiti-rcsa dc.sde el punto de vista de 
la contraccion nterina, porqne esta solo 
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aloanza liasta el sitio donde principia 
el segmento y por lo tanto el cuello y 
la porcion del Titero que forma el seg- 
mento inferior son indiferentes en la 
propulsion del feto. 

De la manera oomo se oontituya el 
segmento inferior, de la situacion del 
utero en relacion a la pelvis y a los 
oi'ganos que contiene, depende la posi- 
oion del cuello. Si este queda en el centre 
de la pelvis, dentro del diametro pel- 
viano, su posicion es ideal para el parto; 
si el desarroUo del segmento se hace 
desigualmente a espensas de la cara an¬ 
terior 0 posterior, el cuello sera despla- 
zado liacia el punto opuesto, atras contra 
el promontorio si se ddata la region an¬ 
terior, adelante, detras, del pdbis, 
cuando es la region posterior la que se 
ddata; esta porcion dilatada se llama 
saoiforme, es tan delgada que puede 
oreerse que se tooa la presentacion. El 
cuello uterino puede oonservar su longi- 
tnd a pesar de la constituoion del seg- 
monto 0 liien esta aplastado. La desvia- 
oi6n Laeia adelante o atras del cuello 
por la indebida formaoion del segmento, 
entorpece el trabajo sin Uegar a in- 
terrumpirlo a menos que aparezca la in- 
ercia, y ordinariamente, el segmento 
terinina por formarse de manera normal, 
regresando el cuello al centre de la pel¬ 
vis, el mejor tratamiento es la expecta- 
cion, no haoer tactos y cambiar de posi- 
cidn a la enferma. 

Las modifieaoiones en la posicion nor¬ 
mal del ritero, anteflexion, anteversion 
retroflexion, retroversion, y las latero- 
desviaciones, son obstaculos para el dcs- 
censo fetal si se ban producido mas 
alia de eierto radio, pues bay que tener 
en cuenta para que el parto no se in- 
terrmnpa, la coinoidenoia entre eleje 
nterino y los de la pelvis. Se consideran 
tres ejes pelvicos, el del estreebo superior 
o de eneajamiento, lo constituye la per¬ 
pendicular sobre el piano del estreebo su¬ 
perior ; el de la excavacion o de descenso 


de Poobier, que es la prolongacion del 
anterior, terinina baoia abajo entre la 
segunda y tercera pieza cocoica, se la 
representa por nna linea que principia 
en el oinbligo y termina en el coeeix, la 
cabeza sigue esta trayectoria al ser 
empujada por la fuerza uterina y por 
ella se guia el toeologo en sns traecionos 
sobre el forceps, se le llama eje practico; 
el del estreebo inferior o de desprendi- 
miento,-que forma con el eje anterior un 
angnlo de cien a ciento diez grades y 
este eje es oasi horizontal cuando la 
mujer esta acostada, prolongado bacia 
atras termina en el promontorio. 

Las relaciones del eje uterino con el 
ombilico-coccigio ban dado lugar a varias 
controversias con conclnsiones diferen- 
■ tes; Pabre admite que durante la con- 
traccion uterina, los dos ejes del dtero y 
pelvis coinciden, fuera de esta con- 
traccion, el dtero se enouentra sobre la 
eolumna vertebral y el eje uterino forma 
con el eje de la pelvis en el sentido an- 
tero-posterior un angulo de diez grades 
abierto bacia atras. Por el examen de 
los cuerpos congelados de mujeros em- 
barazadas, se compruelia esta situacidn 
muy posterior del dtero, se trata de per¬ 
sonas mnertas on los ultimos mesos de 
la gestacion. Ademas durante el em- 
barazo, bien conooida es la posicion del 
iitero por las observaciones que ba dado 
la cesarea, esta torcido bacia la dcreoba, 
de tal manera, que el horde izquierdo 
es anterior y la cara anterior ve a la 
derecha. Existe entorpecimiento del 
trabajo, por estas anomalias de la 
cstatica uterina, cuando alcanza exa- 
geradas proporciones, lo desagradablo 
para la enferma, es que se reconozcan 
demasiado tarde o pasen desapercibidas. 
En un 20 por ciento el eje longitudinal 
del iitero corresponde a la linea media, 
en un SO por ciento es oblicuo a la dereclia 
y en un 30 por ciento B' ^ yo; 

sin embargo estas n 

situacion del iitero ; 
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como ordiiiarias, mas cuando el ab¬ 
domen se encuentra fuerteinente caido 
liacia adelante, este solo becbo ya es 
bastante no solo para determinar difi- 
cultades en el trabajo, sino para im- 
pedirlo. Debemos recordar ademas, que 
en los dos primeros meses del embarazo 
el utero se encuentra. en anteflexion 
ligera, su aspecto es piriforme, despues 
del tercero y cnarto mes es esferico, en 
los tres ultimos meses se desarrollan las 
regiones inferiores que forman el seg- 
mento. Si las paredes abdominales son 
resistentes el utero es reeliazado contra 
la columna vertebral j coloeado atras 
del eje del estreclio superior, si las 
paredes son blandas liace saliente ade¬ 
lante. 

Los fuertes dolores de desgarramiento 
que sufre la parturienta, se debcn prin- 
eipalmente, a la distension de los tejidos 
de la pelvis; en personas jovenes las 
cosas •^melven a su estado anterior con 
muclia rapidez, en mujeres de mas de 
treinta y cineo anos la elasticidad de 
los tejidos disminuye considerablemente, 
no se dilatan j cuando lo hacen se 
retraen con lentitud, quedando entre sus 
)iaces, vestigios cicatiieiales de desgarra- 
duras provocadas por la dilatacion, que 
van a jugar desde el punto de vista de 
la dilatividad un papel importante en 
el proximo parto. Si Uevamos a la ob- 
stetricia el eoncepto de degeneraeion del 
sistema vascular, de las vjsceras y de 
los tejidos, que priva en medicina para 
explicar mucbos padeciinientos que solo 
son propios de la edad madura, y que 
en los jovenes se deben a la exagera- 
cion de los vicios de los que participa 
la mujer moderna; alcohol, tabaco, vida 
social y nocturna muy agitada, deportes, 
uso de modas que antes estaban solo 
reservadas al hombre, etc. etc., entonces 
tendremos como parturientas a jovenes 
de edad, pero con los inismo incon- 
venicntes que nos presentan las pri- 
nnparas aiiosas y a las que Doderlein 


dedica consideraciones especiales. 

Segun las investigaciones de Bondy, 
la edad optiino para el parto es de los 
diez y oelio a los veinte ahos admitiendo 
una amplitud fisiologiea hasta los vein- 
titres. Alrededor de los veinte afios 
los tejidos son turgentes, distendibles, 
elasticos, tanto que despues de consi- 
deinbles distensiones su normalidad sc 
restableee pronto. Despues de los vein- 
ticinco anos coinienzan las transforma- 
eiones regresivas de los tejidos que los 
eonducen progresiva e insensiblemenle 
a la rigidez caraeteristica de la edad 
avanzada; el tejido conjuntivo aumenta, 
esto varia de una persona a otra, hay 
quienes envejecen mas pronto 3'- frecuen- 
temente el infantdismo se agrega al en- 
vejeeimiento. 

Despues de los veinticinco anos, la 
mayoria de las primiparas muestran 
difereneias cHnicas manifiestas en el 
desarrollo del trabajo en relacion a 
mujeres de menor edad. En este caso 
tenemos que considerar como un factor 
bien acreditado en la falta de elasticidad 
do los tejidos, la edad. Kashdan en mil 
parturientas de la clinica de Munich, la 
duracion del trabajo encontro que 
aumentaba en la siguiente proporcion: 


Anos 

Iloras 

de 28 a 30 

21 

de 31 a 35 

26i/o 

de 36 a 45 

281/2 


Las primiparas jovenes tardaron ge- 
neralmente diez y ocho horas. La rigidez 
de las partes blandas, provoca segiin 
Doderlein, la rotura prematura de la 
bolsa de las aguas en un 25 por eiento de 
los casos, y los desgarros peidneales 
graves ocurren en un 10 por eiento, y 
leves en mas de un 30 por eiento. 

La rigidez de las partes blandas y el 
agotamiento de la parturienta que es la 
consecuencia, as! como el obstaculo a la 
progresion del feto, son lo que determine 
el maymr numero de intervenciones toco- 
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logicas. Kashdan encuentra que todo 
esto aiimenta con la edad, con la aproxi- 
macion a los tremta y cinoo y cuarenta 
cinco anos; gg registran 

de mtervenoiones 
Anos por ciente 

de los 28 a los 30 8 

de los 31 a los 35 15 

de los 36 a los 45 20 

El periodo del aliunbrainieiito es muy 
afectado por la resistenoia de las partes 
blandas tanto en las jovenes como en las 
anosas; el utero se agota ante la resis- 
tencia de los tejidos, el feto estando ya 
rota la bolsa de las a^ias corre el peligro 
de morir por asfixia debida a la re- 
ducoidn de la implaiitaoion placentaria 
y con ella la disminnoion de la snperficie 
respiratoria del feto. Esta disminn- 
ci6n de la snperficie respiratoria, dice 
Doderlein, es la causa principal de las 
difioultades qne sobrevienen al nino, en 
segtmdo termino figuran las complica- 
ciones por toroidn o oompresion de! 
cordon, si la expulsion se alarga; segtin 
ana eatadistica de Seitz, qne comprende 
mil casos, si el periodo expulsivo pasa 
de nna bora, 3.2 por ciento de fetos estan 
asficticos ;'de nna a dos boras 5 asficticos 
y 1,4 muertos; de dos a cnatro boras, 10 
asficticos y 1,5 muertos; de cnatro a 
seis boras, dies y ocbo asficticos y 3,6 
por ciento muertos y mas de seis boras, 
25 asficticos y 6 por ciento muertos. 

Estas oifras, asegnra Doderlein, com- 
prueban el peligro de la asfixia y mnerte 
del feto con la prolongacidn del periodo 
de expulsion y dan nna medida numerica 
de la importanoia de las difienltades de 
las partes blandas y de su peligrosa in- 
fluencia sobre el feto. Agreguese lo 
peligroso de los embarazos gemelares 
cuando hay resistenoia de las partes 
blandas y de su frecuenoia on las pri- 
nuparas de edad, en relacion a las 
jovenes. 

La falta de elastieidad del cuello 
ttterino, la rigidez anatomica, cuello en 


hilo de Poehier, imposibilita el progreso 
del feto, y si los dolores eontinuan con 
fuerza, el segmento inferior del utero 
corre el riesgo de romperse; Ins otras 
variedades de rigidez, edematosa rela- 
cionada a la estrechez polvica, la in- 
flamatoria, la cicatricial, estamos fami- 
liarizados con ellas, sabemos evitar las 
y en la estrechez resolver el oaso con 
aiitieipacion. 

La indistensibilidad de las partes 
blandas, se manifiesta por la prolon- 
gaeion del periodo expulsivo, el orifieio 
uterine borrado, la cabeza desciende en 
la pelvis, pero el segmento superior de 
la vagina y la entrada a la misraa, im- 
piden el avance fetal. Hace muclios afios 
Couvelaire, Pozzi, y algunos otros mas, 
seilalaban ia estenosis anulnr del tercio 
superior de la vagina, refiriendo esta 
alteraoion del tejido a las anomalias del 
infantilismo. Una vulva demasiado cbica 
y vma vagina mds estrecha que lo 
corriente, son obstdculos qne oourren eon 
muebo mayor frecuencia que la que 
suponemos. Si la bolsa de las agnas se 
conserva, la rigidez del eondneto cer¬ 
vical, ia falfa de diiatacion del orifieio 
uterino y la inextensibilidad de la va¬ 
gina, no tiene trascendencia inmediata 
sobre el feto, solo si transourre largo 
tiempo 0 la bolsa se rompe, empiezan 
para el nino los inconvenientes. 

Hasta dpoca reciente, los antores 
alemanes, principalmente, insisten como 
la inextensibilidad de las partes blandas, 
echan a perden un pronostioo excelente, 
en nn parto en que la pelvis, la presen- 
tacion, la ausencia de lesiones en el con- 
ducto genital, daban la certidumbre de 
que todo iria bien, refiriendolo eseneial- 
raente a las primiparas afiosas; en las 
mujeres jovenes, se continua olvidando 
como los tejidos suelen cnvejecer pre- 
maturamente. T la rigidez de las partes 
blandas, dice Dorderlein, acarrea las 
mismas difioultades que on otros casos 
produce la estrediez pdvica. 

■- 
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Nearthrosis Following Comminuted Fracture 
of the Elbow Joint 

FELIX MANDL, M.D., F.I.C.S.* 

JERUSALEM, PALESTINE 


T he metliods generall}’- Gmplo 3 ’-ecl iu 
tlie treatment of comminuted frac¬ 
tures of the elbow joint liave not so 
far produced encouraging results, par¬ 
ticularly if the fractures are compound. 
This is to some extent due to inadequate 
first aid, especially in rural districts. In 
the course of the last few j^ears I have 
had the ojiportunit}’ to treat two frac¬ 
tures of this kind, previously treated in 
other hospitals, both representing oi?%- 
losis of the elbow joint and also pseud ar¬ 
throsis of the lower end of the humerus. 
Operative treatment of this condition 
takes a long time, and the results ob¬ 
tained are usuall^v unsatisfactorv. 

Our metliod of procedure was, in these 
two cases, to convert the psoudarthrosis, 
which was just above the elbow region, 
into a nearthrosis for the purpose of 
effecting motilitj*, while tlie anlndosed 
elbow joint was left untouched. 

In both cases satisfactoiy functional 
results were obtained within a veiy .short 
period of lime, and both patients Avere 
able to resume their former occupations. 

C.\SE REPOaXS 

Case 1. !M.. aged 28, policeman. On Mar. 30, 
1930 he received a gunshot Avound in his elbow 
which splintered the bone and opened the joint 
ravity. As to the previous treatment he re¬ 
ceived,. Ave only know that he soon started run¬ 
ning a temperature and had to be operated on 
—ap{)arently for tlie second time—. that rub- 
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ber draius Avere introduced into the Avouiid and 
detached bone particles had to be remoA-ecl. 
He Ai'ore a jjlaster-of-Paris splint for some 
time. On Oct. 22, 1939 he Avas admitted to my 
department. He presented a j^^t^ndarilirosis 
just above the elbow joint with detaehed bone 
splinters. The elbow joint was perfectly anky- 
loscd in no degree flexion. 



Fig. 1 (o .niid &). PfT.ic 1. X-ray.s of clliow t.nEoii 
immediately .after .aeeident resulting in comminuted 
fr.acturc of the eldow joint. 

On October 26. 1939 avc removed a strip 
from the fascia lata and placed it in sterile 
saline. By posterior ijicision into the joint, the 
lower part of the humerus Avas exposed. The 
bone particles, Avhich AA'cre only attached to 
each other by fibrinous material, AA’crc re- 
moA'ed. The loAA'cr e.vtremify of tlie liumeriis. 
AA-liieli had lost both condydi, aavis then .slightly 
sliarpened, the periosteum .scraped otT and the 
flap of fascia .scaa-u around the hone. The Ioaa-- 
est point of the humeru.s ju.st touched the dis¬ 
tal fragment. The joint it.self AAa.s not touchcfl. 
After instillation of 4 g-r. of .snlfanHainide. a 
retentive dressing Avas applied. A fortnight 
later tfie pIa.stor-of-Pari.s .splint AA'as removed. 
The patient Avas encouraged to try active mo¬ 
tions. Biceps. asAA'ell as triceps, sIiOAA'cd normal 
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function. At a later stage, pvissive movements, 
avoiding pain, were cautioiasly tried. After 
three months the entire range of active motion 
was 50 degrees, while passively 70 degrees were 





rig. 2. X-ray of elbow joint follotviag ioatitution of 
drainage. (Same ease.) 



Fig. a (<t and ?/'). X-rays of ellmw j( 


reached, and the patient was able to resume 
his duty as a policeman. The function of the 
joint constantly improved, so that after a year, 
flexion was possible up to 90 degrees. 

FoUow-np examination in 1942 showed 
active extension up to 180 degrees, active flex* 
ion to 80 degrees, all muscles well developed. 
Only if the arm is left hanging down and in¬ 
voluntary innen'ation eliminated, wobbling 
motions are possible. As soon, however, as the 
innervation of biceps or triceps sets in, lateral 
movement becomes impossible. Pronation as 
well as supination are disturbed. The arm is 
shorter than the otlier by 4 cm. For a con¬ 
siderable time the patient has again been 
working at his original profession. He is fully 
able to do everj’thing required by his duty as 
a policeman (shooting, riding, drill). 

Case 2. W., aged 45. locksmith. On Apr. 
30, 1939 he received a compound fracture of 
the humerus in a motor car accident whereby 
the elbow joint was exposed. In another hos¬ 
pital tlie patient was operated on (bolting and 
wiring of the humerus). Twice he wore u 
pla.ster-of*Paris splint, each time for three 
months. On Jan 17, 1942 he was’admitted to 
my department. He presented a normally 
healed woiuid of the soft tissues in the elbow 
region. The joint was ankylosed in a position 
of 100 degrees flexion. Neither active nor pas¬ 
sive movement was possible. The anlcjdosi.s, 
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judging from the x-ray appearance, Tras of 
the osseous type. Just above the elbow joint 
a pseudarthrosis had formed, within which 
passive flexion and extension up to 5 degrees 
was possible. 

On January 10, 1940 the lower end of the 
humerus was exposed by lateral incision. Bolts 
and wires which were found there were re¬ 
moved. The lower end of the humerus, after 
liaving been slightly sharpened, was wrapped 
mto a flap of fascia lata in the same way as 
outlined in Case 1, and the pseudarthritie gap 
widened. Sulfanilamide powder was then in¬ 
troduced, the wound closed and the arm placed 
in a plaster-of-Paris splint. The wound 
healed by first intention. Subsequent treat¬ 
ment consisted of the same measures outlined 
in Case 1. The motility of the joint improved 
constantl}*. 

Follow-up examination in 1942 revealed ac¬ 
tive extension up to 150 degrees. The muscles 
were normal, tliough supination as well as 
pronation were somewhat hampered. Al¬ 
though working the whole day as a locksmith, 
the patient had no pain. 

Unfortunately, a complete series of x-rays 
can only be given for Case 1, where Fig. 1 (a 
and Z>) (taken immediately after the accident) 
and Fig. 2 (taken after drainage of the joint) 
were kindly placed at my disposal. The last 
x-raj's of this series were taken in our hospital, 
when the patient came in for a follow-up ex¬ 
amination (Pig. 3 (a and &)). They show the 
joint in active flexion and extension. In Fig- 4 
(a and h) the patient is performing active 
flexion and extension. The striking muscular 
strength of both biceps and triceps is clearly 
visible on the pictures. 

COXCLL’SIOX 

In two cases of comminuted fracture 
of the elbow joint, with resulting anlcy- 
losis of the elbow joint and pseudarthro¬ 
sis of the lower end of the humerus, a 
nearthrosis was successfully formed out 
of tlie pseudarthrosis. 


SUJLVKIO 

Dos casos de fractura en pedazos (con- 
minucion) en la articulacion del codo, re- 
sultando en anquilosis de la jimtura y 



Fig. i (a and 6). P.atient: performing active ilcx'wn 
.and e.xtcn.aion. (Same cnsc.) 


seudo-artrosis del extremo inferior del 
Inhnero, son presentados, 

En ambos casos neartrosis fueron 
ejecutados con exito y eon deslieclio do 
la suedo-artrosis, 

KESUME 

L’autenr rapporte deux eas do frac¬ 
ture du coude avec braiement. Les deux 
cas furent suivis d’ankylose du coude et 
de pseudoarthrose de Fextremite infei’i- 
enre de Fhumerns. Dans les deux cas, 
une nearthrose fut creo an siege do la 
p.seudoarlhrosc. 

BWBO/tW 

3.-^ccf. npeacTaii.ienw ana c-iywaa pasjpoO- 
.lennaro nepe.aoMa .louTcnoro eyexana c 
oCipaaonainteM aniar.xoaa .xoKta n .xoxnaro 
cycxaca inraamro iconna n.xe'ter.ori kocth. 
B odon.x c.xy'iaa.x iionufi eyexan C!i,i,x ycnem- 
no odpaaonan na .xoa.-enaro cj'cxana. 




Thoracic Injuries in Combat Zone* 

C. M. SHAAR, F.A.C.S. 

CAPTAIN, MEDICAL CORPS. UNITED STATES NAVT 


T HOEACIC injuries wliioli occur in 
the combat zone may be due to a 
number of causes: (a) bullets from 
macbine gim, rifle or revolver; (b) frag¬ 
ments and sbrapnel from shells (artil¬ 
lery and trench mortars), torpedoes 
(aerial and marine), bombs, grenades 
and mines; (c) falls from explosions and 
direct injury by falling debris; (d) 
bayonet and loiife wounds; (o) blast in¬ 
juries and immersion blast injuries; (f) 
recoil of large guns; (g) crushing in¬ 
juries. 

Such thoracic injuries are serious and 
the mortality is high. In the first World 
AVar, examination of the dead on the 
battlefield showed that approximately 
37 per cent had cheat wounds (Sauer- 
brnch). The American ExpeditionaiT 
Force (1917-1918) reported that the in- 
oidenoo of thoracic injuries in front-line- 
hospitals and stations was 5.6 per cent, 
and the mortality rate of patients ad¬ 
mitted with wounds of the thorax was 24 
per cent. Eloesser in reviewing injuries 
of the chest received in the last war 
stated that the incidence of this type of 
injury given by the British was 3.8 per 
cent, the Germans 6.2 per cent and the 
Biissians 7.8 per cent. Early mortality 
among those that escaped immediate 
death is estimated between 22 to 25 per¬ 
cent. This emphasizes the importance of 
training the medical officers tliat arc to 
be assigned to sea duty, casualty clear¬ 
ing stations, dressing stations and field 

•Presented at the Fourth International AssemWy of 
the International College of Surgeons held in New 
Torh, June, 1943. 


hospitals. Intelligent first aid and early 
treatment while the battle is in progress 
is necessai-y to decrease this high rate 
of mortality. Early evaluation of s}Tnp- 
tonis and immediate and proper treat¬ 
ment are essential to save life. 

Early recognition and evaluation of 
the extent of the injury depends mainly 
on a thorough knowledge of the anatomy 
and physiology of tlie enrdio-respiratory 
system. Any serious interference with 
the cardio-respiratory system must be 
corrected immediately, if possible, Un¬ 
necessary delay in treatment may in¬ 
crease shook and hemorrhage. The 
facilities available on the field of battle 
in advanced battle stations aro limited 
and thoracotomy cannot ho imdertakon, 
not only because of the lack of surgical 
facilities, hut also due to the lack of 
pressure anesthesia apparatus. 

Tracheal intubation anesthesia has re¬ 
duced mortality of open chest operation, 
but its use aboard ship in time of battle 
or on the battlefield is not feasible or 
pi-acticable. This serious handicap lim¬ 
its the application of surgical principles 
at a time when surgery is urgently 
needed. 

However, there are many fundamental 
principles that may he applied in the 
most advanced battle stations and 
aboard ship in time of battle that will 
decrease mortality. The most important 
indication for immediate treatment in 
chest injuries is the relief of cardio¬ 
respiratory embarrassment. Tlie condi¬ 
tions contributing to cardio-respiratory 
embarrassment are i-- (H- 
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sucking wound of oi3eii pneumotliorax 
and the closed pressure pneumothorax), 
hemothorax, hematopneumothorax, me¬ 
diastinal emphysema, cardiac tampon¬ 
ade, massive collapse of lungs, atelectasis 
aud paradoxical respiration from a 
crushing injury. 

The fundamental principles of treat¬ 
ment of war wounds are applicable to 
chest wounds as well as elsewhere, 
namely, the control of hemorrhage, ad¬ 
ministration of plasma for treatment of 
shock, morphine to relievo pain and allay 
apprehension, wound debridement, re¬ 
moval of foreign bodies and implanta¬ 
tion of sulfanilamide in the wound as 
well as parenteral administration of the 
drug to control infection. Eloesser states 
tliat local treatment in injuries of the 
chest may take precedence over general 
treatment because the functions of the 
heart and lungs are so vital that their 
disturbance may in themselves be the 
cause of shock. 

CLASSIFICATIOX 

Thoracic injuries may be classified 
into three groups: The first consists of 
the severe type of injury that causes 
immediate or early death. It is the 
result of extensive wounds of lungs and 
heart, wounds of large vessels, severe 
cnishing of chest wall aud severe blast 
injuries. The mortality in this group is 
extremely high and few reach first aid 
stations alive. The second group consists 
of less severe cases and may be saved by 
early adequate treatment, early trans¬ 
portation and definitive treatment at a 
inter date. The simple methods may not 
be adequate and radical procedures may 
have to be employed. It is in this group 
that ability and judgment may save 
many. The third group consists of cases 
that suffer from injuries that are not 
severe, and recovery ma}- take place in 
spite of lack of treatment or delay in 


treatment. In such cases,-the simplest 
procedure is usually sufficient to moot 
the necessary requirements. 

TREATMEXI 

open imeumotliorax (sucking wounds) 
causes: (1) mediastinal flutter with seri¬ 
ous circulatory phenomena and dimin¬ 
ished cardiac output; (2) “Pendclluft” 
phenomena (Brauer); see-saw of air be¬ 
tween the wounded side and the sound 
side of the lungs; (3) partial local anox¬ 
emia; (4) collapse of one hmg with loss 
of breathing space. Treatment consists 
of immediate closure of the wound after 
the above-stated surgical principles have 
been applied. Closure may be performed 
by suture, occlusive dressings, adhesive 
plaster, etc. 

Closed pneumothorax (pressure or 
tension pneumothorax) is caused by in¬ 
jury to lung or bronchi or a cntanco- 
pleural fistula which permits the air to 
enter the . j)leural cavity, but impedes 
its escape. This condition is more seri¬ 
ous on the right side because the right 
heart and gi-eat veins are more sensitive. 
Treatment: As])iration of air by any 
available method will give temporary 
relief in an emergency. 

Hemothorax and hcmatopneimothorax 
are often present together. Hemorrhage 
from wounds of the large vessels of the 
hilus are usually fatal. Lung hemor¬ 
rhage may stop spontaneously due to low 
pressure in pulmonary arteries. Hemo¬ 
ptysis is usually present. Injuries of the 
internal mammary artery may result in 
serious hemorrhage and ligation of the 
vessel is indicated to prevent fatality. 
Hemorrhage from the intercostal vessels 
is often persistent but rarely fatal. Ex- 
})o.sure and ligation of vessels are neces¬ 
sary. If bleeding from laceration of the 
lung persists, suture, lobectomy or even 
pneumonectomy may l)e advisalde. Mas¬ 
sive bloody effusion requires slowaspira- 
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tion. The quantity of Wood removed 
should he replaced by an equal amount 
of air to prevent rapid expansion of the 
lung and produce recurrence of hemor¬ 
rhage. If the fluid level does not reacli 
above the nipple and there arc no signs 
of cardio-respiratory disturbance, it is 
best not to asperate but observe for 
several days. 

Mediastinal emphysema is the result 
of a tear in the bronchi or trachea from a 
wound or crushing injury. It is rarely 
caused by a rupture of the lung. Air 
escapes to the mediastinum and later 
makes its appearance in the suprasternal 
notch. Its crepitation is synchronous 
with the heart heat. It is a much more 
serious complication than subcutaneous 
emphysema which starts in the vicinity 
of a lung injuiw and may spread over a 
large area. If mediastinal emphysema 
causes cardio-respiratory disturbance, 
incision should be made in the supra¬ 
sternal notch and blunt dissection with 
the finger is carried downward until 
pressure is relieved. 

Cardiac injuries are usually fatal. If 
the patient sundves and eiroumstanecs 
permit, operation to suture the Iniifo or 
bullet wound may save life. If the symp¬ 
toms of cardiac tamponade are not seri¬ 
ous, slow and partial aspiration may be 
performed after several hours have 
elapsed. This may be sufiicieut to relieve 
tension within the pericardial sac. The 
symptoms of cardiac tamponade are low 
blood pressure, faint heart sounds, 
thready pulse, cyanosis and engorgement 
of veins of neck. 

Injuries to the chest wall are the result 
of contusions, lacerations and fractures. 
The most serious of chest wall injuries 
are those caused by crushing injuries or 
recoil of large gnus. If the injury is 
very severe, the mortality is high. Flail 
chest with multiple fractures of many 
ribs, damage to thoracic wall and para- 
do.vica! respiration impairs the intake of 


air. The f olio whig findings ai'e character¬ 
istic—marked dyspnea, crushed side of 
chest sinks in on inspiration, breathing 
is mainly abdominal, paradoxical mo¬ 
tion is increased and respiratory em¬ 
barrassment becomes severe. Treatment 
consists of controlling hemorrhage if 
present and stabilizing the chest wall by 
applying clips to ribs and secni’cd to 
overhead frame. Sand hags to chest or 
small I'cspirator may be used. 

Atelectasis and massive collapse of 
lungs are not infrequent complications in 
thoracic injuries. The presence of for¬ 
eign bodies in the bronchi must he kept 
in mind, and if circumstances permit, 
bronchoscopy should bo undertaken. 

Esophageal and thoracic duct injuries 
are rare. Esophageal injuries also carry 
a high mortality (70 per cent) as a result 
of mediastinitis. Immediate operation is 
indicated to repair esophageal wounds 
and drain the mediastinum. In cases of 
injury to tho thoracic duct, repair of the 
laceration or ligation of tho sevei'ed ends 
are indicated. 

In abdominothoracic injuries, except 
for arrest of hemorrhage and closure of 
sucking chest wounds, abdominal in¬ 
juries demand precedence in surgical 
treatment. 

Contusion of the lungs, tranmatie 
asph}-xia, subcufaneous emphysema, and 
blast injuries seldom require surgical 
intervention. Coiisen'-ative treatment is 
usually sufficient: rest, sedatives, per¬ 
haps oxygen iuhalation and trealment of 
shock if present. Blast injuries are the 
result of detonation of high o.xplosives 
and cause sudden compression of chest 
by exploding gases. It is a pressure 
wave of high x-elooity and short duration 
(O.OOG second) which is followed by a 
longer wave of negative pressure (0.03 
second). The critical distance from tho 
center of the detonation of high ex¬ 
plosive in the air is about 20 foot. Tho 
critical distance is increased about four 
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times if tlie explosion is imder water. 
Atmospheric blast injuries chiefly affect 
the lungs; immersion blast injuries, the 
abdominal structures, with secondary 
effects in the bases of both lungs and 
central nervous system. Severity of the 
injury depends on the severity of the 
high explosive, the distance from the 
center of detonation and the position of 
the individual in relation to that center. 
If the individual is near the critical dis¬ 
tance, sudden death takes place without 
evidence of external injury. If the pa¬ 
tient survives, the s}Tnptoms are often 
severe —- profound shock, hemoptysis, 
dyspnea, air hunger, cyanosis, frothy 
bloody sputum and not rarely traumatic 
asphyxia. Conservative treatment is ad¬ 
visable—absolute rest, oxygen, plasma 
and sedatives in moderation. 

Physical prophylaxis in the form of 
light armor or plastic material as a pro¬ 
tection against abdominal and thoracic 
injuries may be useful. At present, con¬ 
siderable interest and study are being 
applied in that field for the improvement 
and advancement of this type of pro¬ 
phylaxis. The use of steel helmet by the 
French Army in the last war reduced the 
incidence of cranial wounds from 15 to 
3 per cent. . 

Admiral Chambers of the Medical 
Corps, after a recent inspection of the 
hospitals in the Pacific area, stated that 
the mortality rate among the wounded 
naval and marine personnel was approxi¬ 
mately 1.5 per cent. The most important 
new factors in markedly decreasing mor¬ 
tality in this war are plasma to combat 
shock, sulfa drugs to combat infection 
and air transportation of the seriously 
wotmded from the battlefield to base 
hospitals. Severe thoracic injuries and 
head injuries if transported at high alti¬ 
tude do very poorly, due to disturbances 
of the cardio-respiratory system. This 
is especially true of closed pneumo¬ 
thorax. The expansion of air in the 


pleura at high altitude may cause death 
from mediastinal shift and anoxemia. 
Thoracic and head injuries and patients 
anemic from loss of blood should not bo 
transported by air at altitudes higher 
than 4000 feet. 

Complications and late treatment are 
not within the scope of this brief dis¬ 
cussion. 

SUjMIUAEV 

Thoracic injuries to American troops 
in' combat zones during the first "World 
War numbered 5.6 per cent of all 
wounded. Mortality among patients 
with wounds of the thorax admitted to 
front-line hospitals was 24 per cent. 
First aid and early treatment, which de¬ 
pend on a thorough knowledge of anat¬ 
omy, are the two most important factors 
in decreasing mortality. Delay increases 
shock and hemorrhage. Prompt meas¬ 
ures to relieve cardio-respiratoiy em¬ 
barrassment are essential. In case of 
abdomino-thoracic injuries, abdominal 
injuries should be given precedence.’' 

SUM.4KI0 

Dauos-toracicos entre las Iropas amer- 
icanas en las zonas de combate durante 
la Primera Guerra del iMundo, numera- 
ron un 5,6 por ciento de todos los heridos. 

La mortalidad entre los pacientes con 
heridas toracicas admitidos a los hos- 
pitales de linea frente, fueron de 24 por 
ciento. Primeros auxilios y tratamiento 
temprano, que requieren un conoeimi- 
ento competente de anatomia, consti- 
tuyen los dos mas importantes factores 
on la reduecion de la mortalidad. 

Dilacion augmenta el cheque y la 
hemorragia. Prontas medidas para ro- 
mediar impedimentos cardio-respira- 
torios son esonciales. En ensos de daiio 

*The opinions or ossertions contained herein are the 
private ones of the ivriter .and are not to be construed 
.a? nfacial or reflecting the vierrs of the N.arj- Ucp.arf- 
rn.'-nt or the r.aval Fervicc .at large. 
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0 lesiones abdoinino-toracicas, las lesi- 
ones abdominales deben recibir pi'iori- 
dad en tratamicnto. 

RESUMK 

Bans la premik'e guerre mondiale les 
lesions tboraciques des troupes ameri- 
caines representaient 5.6 pour cent de 
toutes les plaies. La luortalite de ces 
blesses tboraciques admis aus bopitaux 
de premiere ligne fut de 24 pour cent. 
Les facteurs les plus importants pour 
abaisser eette mortalite soiit: (1) teite- 
ment precoce de ces plaies j (2) connais- 
sance complete de ranatomie de la 
region tboracique, externe et interne. 
Tout retard aggrave le choc ct Pbemor- 
rbagie. II faut agir promptement, car il 
cat essentiel de soulage I’embarras ear- 


dio-respiratoire. Bans les cas de bles- 
sures abdomiuo - tboraciques, il faut 
donner la precedence aux lesions ab- 
dominalcs. 

rpy/;HMe nopaJKCHHH cpe^lii auepUKan- 
CKHX BoflcK B soiic cpa.'Kenita a Hepcoft 
Bccifiipnoa Doflire cocraBjuiior 5.6 nponeiiia 
Bcex parienux. Cmcptiioctb cpe^n nauneu- 
TOB c rpyAuusm panaMir, Kotopue dwjiii 
npini^TTH B (JipoHTOBMe JiasapcTH, dtua 24 
npoueiita. 

^Ba rjiaBHiiix (})ai:TOpa b noHnjKCHnir 
cjtepTHOCTJi asjiaioTCB nepsaa nostom;!. n 
HeMe;i;ienHoe jreTCifue. Sa^ep^rKa yBCJin^ii- 
BaeT nroi: ir KpoBOTe^eiiiie, O^eni, Ba»:KO 
npnnBTB CHcxpue aiepn k oC-xerxeirriio cep- 
;5e9no';iuxaTe.xi.HUx Tpy^^iiocrefi, B cjiy- 
TOBX Cpjomuo-rpy^luHx nopa:Kennft, dpioin- 
HOC nopasKciiiie c^niaerca Cojee najcuLiM. 
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(Continued (rwx ^age SSS) 
ing the dates of his own w'ork. Laenneo 
showed his intellectual iiitogrity on this 
occasion by rising in the Medical School 
Society and exposing Dupuytren. As a 
result of the affair, pathology suffered 
for a time, since both Dupuytren and 
Laennec abandoned the field. 

In 1S08 Dupuytren was appointed ad- 
Jiinot-surgoon at the Hotel Dien, a posi¬ 
tion which gave him power and oppor¬ 
tunities beyond his dreams. Those were 
enhanced by his marriage in 1810 with 
Mile. Sainte-Olive, who brought ivith her 
a dowu-y of 80,000 francs. Let it be noted 
tliat his iaeic of concern for ethics was 
carried over into private life. Already 
engaged to the daughter of Alexis Boyer, 
whose dowry was a more 50,000 francs, 
our rising surgeon wwote to Boyer, 
whose fame was eclipsed only by Larrey 
and Dupuytren, cancelling the contract 
drawn up between them at the time of 
the engagement. 


After the death of Sabatier, in 1812 
Dupuytren received the chair of Opera¬ 
tive Surgery at the Hotel Dieu, although 
it seems that the examination was not 
unprejudiced—three of the five judges 
retii'ing and leaving rivo to i-ender the 
decision in Dupuytren's favor. 

During the siege of Paris in 1814 Du¬ 
puytren again had experience in war 
surgery, altiiough these brief experi¬ 
ences caused Larrey amu.sement when 
Dupuytren mentioned war surgery. 

In 1814 Dupuytren became Surgeon- 
in-Chief at the Hotel Dion, where he 
reigned supreme until his death, tlie mas¬ 
ter, almost the dictator of Preneh 
surgery. 

At the Hotel Dieu ho personally 
watched over 113 beds, doing all minor 
operations and dressings. He was a 
tireless worker, possessing astounding 
enorg}', as his daily routine proves. 
From 6 to 11 A.xr. he worked at the 
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T he training’ battalions of today are 
essentially tlie same as of yester¬ 
year—^Ti^ben we fought “to save the 
world for democracy.” The ones today, 
we hope, have profited b}* the experience 
of those pioneers which set up the train¬ 
ing battalions during World War I. They 
are based upon two main factors and are 
composed of two principal groups; 
namely, those who are handicapped phys¬ 
ically and those handicapped mentally. 
V The latter group, of course, is divided 
mto those who are retarded by reason of 
actual mental underdevelopment, and 
those who are retarded because they have 
never liad the opportunities otfered to 
most of us today. It is indeed by far tlie 
hardest to obtain any useful results from 
the former. The latter having inherent 
natural mental resources, and mucli of 
the so-called “common sense,” are easy 
to teach and they respond with exceji- 
tional rapidity. From this t^^ie of indi¬ 
vidual there is a very high jiercentage of 
salvage. 

The Developmental Battalions of 
World War I were authorized on i\ray .9, 
1918, by the War Department, which pro¬ 
vided for the formation of one or more 
development battalions in all large camps 
and cantonments. Tlie division of phy.s- 
ical reconstruction of the Surgeon-Gcn- 
eraPs Office made a series of studies for 
the ])urpose of determining positions 
where soldiers with slight phy.sical hand¬ 
icaps micrht be assigned to limited sendee 

• PrcjcatC’i at Fourth International .\ 5 'f!!'.l>ly 
the ir.tcrr.riti^'r.a! Collejre of Sttrpeons, Xcvr York, 


duty. This was done with a view of free¬ 
ing able-bodied men for full combatant 
duty. On September 9 the activities of 
development battalions, insofar as they 
related to the Surgeon-Gcnerars Office, 
were placed under the direction of the 
division of sanitation. There was estab¬ 
lished a group of medical inspector- 
instructors who traveled from camp to 
camp in order to ])ut into effect uniform 
methods of organizing and administering 
the developmental work in these battal¬ 
ions. Twenty-seven camps were thus vis¬ 
ited. Through the aid of those imstructors, 
and of the circulars of instructions issued 
by the committee on development bat¬ 
talions, about fifteen camjis evolved very 
efficient systems of training in their de¬ 
velopment battalions before the signing 
of the Armistice put a stop to the work. 
In these camps the men were rapidly 
classified and cither jiromptly discharged 
as unfit for any military service or given 
courses in physical development. Those 
courses were under tlie supervision of 
medical officers, witli a view to putting 
them in better condition to perform cer¬ 
tain military functions. Soldiers with 
venereal disease were kept in special 
conpianies in the development battalion 
and given intensive treatment until cured 
or found (o be incurable, f'oloncl H. D. 
Corbusier, who was the medical officer in 
charge of this reliabilitation work at 
(’amp Greenleaf, North Carolina, is to be 
commeiifled for the excellent services he 
rendered in this work. 

It will be noted that the development 
battalion of the first World War liad 94.4 
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per oaut venereal eases. During tlio pres¬ 
ent conflict, venereal patients arc all being 
handled under a special policy. There is 
at least one venereal disease facility cen¬ 
trally located in each sei’vice command. 
Uncomplicated gonorrhea and syphilis 
are receiving scientific and rvell-planned 
therapy. This is all directed from the 
v-enereal disease control section of the 
Surgeon General's Office. 

Treatment has been responsible for the 
reclamation of over 90 per cent of gonor¬ 
rhea oases and 100 per cent of the luetics. 
'This latter, of course, after the eerchro- 
spinal and complicated syphilitics have 
been separated from the sorvioo. 

With a rapid mobilization of the Amy, 
a number of individuals from the so- 
called under-privileged class and the 
phj’sically defective were infiltrating into 
the Army. This necessitated that the 
War Department establish a testing 
ground for these handicapped individ¬ 
uals. The place was at the Branch Im¬ 
material Eeplacoment Training Center, 
Port McClellan, Alabama. The represen¬ 
tatives of the various branches were 
chosen as follows: Lieut. Col. Wm. L. 
Roach, Classification Section of the Ad¬ 
jutant General’s Office, Lieut. Col. Barney 
Danghtry, representing the Infantiy, 
and myself representing the Surgeon- 
General. 

The experimental battalion bad as its 
main objective to improve the status of 
the suh-standard, or those temporarily 
unfit, to determine how many could be 
reclassified. Tliis objective was to be 
reached primarily by training methods 
and secondarily hr medical or surgical 
procedures; the latter to be used only in 
eases proved to be beneficial to the gov¬ 
ernment. From that original c-xperimenf 
we rcelaiiucd 10 per cent. These rvere to 
he reclassified to general militaiy service. 
The others we are certain wore improved 
physically about 75 per cent and were 


made better soldiers by reason of their 
rehabilitation. 

The period allotted to us to make men 
out of misfits was eight weeks. The plan 
of training was based on progression.- 
'This was to enable the largest lumiber 
to gain solf-confidenoo and thus endure 
more and more strenuous work as the 
training proceeded. Cur intimate asso¬ 
ciation with these physical defectives 
soon taught us what 2 rroved to he the 
greatest le.ssons we could learn: First, a 
very high percentage afflicted with phy.s- 
ical defects are willing and anxious lo 
help themselves. Second, nearly nil were 
verj' low in self-confidence. Third, the 
lack of self-confidence was caused by self- 
pity. Fourth, there existed a peculiar in¬ 
definable condition best described as a 
mixture of psyplioneurosis and hj-jm- 
cliondriasis. 

Li planning onr attack wo made our 
first and heaviest wedge the dovoloinnonf 
of sclf-confidenoo. This was accomplished 
by progi'cssion. If these men had been 
pushed in the beginning, I believe they 
would have failed. However, with kind¬ 
ness, insistence and a combhiation which 
I believe to be excellent—the line officer, 
the personnel consultant, and the medical 
officers—a large percoiitage developed 
.splendidly. 

One of tlie best tcohnics for improving 
the body is physical education. Abra¬ 
ham Lincoln must have had some such 
idea in mind when he stated “I don’t 
know who my gi-andfathcr was; I am 
much more concerned to know wimt his 
grandson will he.” Yes, we should make 
and keep ourselves and the ehiklron of 
this democracy in perfect jfiiysieal fitno.ss 
—we should outmaster the “master race.” 

Precision drills or oxercisos develoii 
coordination of mind and imnsclo. ’Tins 
coordination coufiled with an acquired 
stamina is a chain that hicks only oim '!'<)< 
—mentality—a sound .. '1, . 

in developing menf "’” 
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ereises, carefully supervised cau really 
work miracles. After apj)roximately sis 
weeks of trainiog the under- and over¬ 
weights were segregated. A special rou¬ 
tine was established for them. The weight 
loss of those udth excess weight was ap¬ 
preciable. However, the weight gain of 
the underweight was astounding! They 
gained 5.58 lbs. per man over a two-week 
period. Their weight gain over the first 
six weeks was 2.62 lbs. per man. The only 
medication they received was one tablet 
of iron, quinine and strychnine, three 
times daily. We felt tliat this feat of 
weight gaining was worthy of particular 
note. 

Nearly every man in the development 
battalion gained in physical prowess. 
Each was measured, weighed and given 
physical tests at the onset and again at 
the termination of the training period. 
Our password to the “trainasiuni” com- 
< only referred to as the “torture chara- 
er” was P E P —Posture Expresses Per¬ 
sonality. I have singled out the case that 
showed the greatest improvement as an 
example, although I can truthfully say 
that over 95 ^Der cent showed romaikable 
progress in physical development. All of 
the apparatus was made from salvaged 
material (See Chart 1). 

CHART 1. 

rnysiCAL me.vsuremext and ATramric 
ACHIEVEMENT CHART 


Age; 35 Name: K. W. W. 

Awarded trophy for showing most improve- 


ment. 

Date: 7 July 1.^42 


1 September 1942 

Stripped weight: 


1581/0 

Neck (normal) 

mi 

15 

Chest (deflated) 

33M> 

37i/> 

Chest Cmrnial) 

34", 

3834 

Chest (inflated) 

37 

40% 

Bicep (R. flexed) 

12 

13 

Bicep (L-. flexed) 

liv. 

1214 

W;U'* ''noriiial) 


32 

Hips ' normal) 


3G 


Thigh (R. flexed) 

lSi/4 

21% 

Thigh (L. flexed) 

18^/4 

21% 

Posture 

Pair 

Good 

Total inches 



Plus or minus 


Plus 25 inelie.s 

ATHLETIC TESTS 


Date; 12 July 1942 

3 September 1942 

1. Push-ups 

9 

15 

2. Chinning 

6 

9 

3. Standing broad jump 6'9" 

6'im 

4. Spring, 50 yds. 

8 seconds 

7.6 seconds 


One very important phase of the work 
in these developmental battalions is the 
role played by the classification consult¬ 
ant. However, I would like to state a few 
things concerning the mental develop¬ 
ment. Many of those inducted into the 
Army would have been acceptable mili¬ 
tary material in Civil War days; how¬ 
ever, today they do not fit into the spe¬ 
cialized mechanized fighting machine. 
They must first learn to road and absorb 
])rint. Some have very vague ideas of 
current events. One man stated he was 
confused—he bad heard that the Kaiser 
was hung in 1918—^now everyone was 
saying that Ixaiscr was Imilding sliips 
for Uncle Sam! xinolhor, w’hen asked 
the name of the President of the United 
States, parried with, “Would it bo Gene 
Talraadge ?” 

Through the courtesy of Colonel Poach 
and Colonel Johannes of the Training 
Centers at Fort ^rcClellan and Camp 
McCoy respectively, I have obtained the 
latest available figures referable to the 
rehabilitation and reclassification of 
tJieir trainees. Fort McClellan is salvag¬ 
ing ajqiroximatcly 5 per cent and Camp 
-McCoy 6 per cent. These are being re¬ 
classified 1-A. The figures regarding the 
under- and over-weights received from 
Fort McClellan are quite interesting. 
Twenty-five per cent correction was 
achieved on the underweights with a gain 
of 6.9 lbs. per man. Twenty-nine percent 
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all of you Icnow. In practically all of these 
centers the staffs are composed of na¬ 
tional or even international figures in 
surgery. This all-important work is un¬ 
der the direction of members of the Med¬ 
ical Practice Division of the Surgeon 
Generals Office. This division is being 
expertly handled with the utopian mix¬ 
ture of a high professional standard in¬ 
termingled with a benevolent human 
understanding, under the direction of 
Col. Arden Freer. 

The chiefs of the centers are not denied 
anything in the way of equipment. Their 
wish is law and one will find the best 
instruments and equipment in their hos¬ 
pitals. In order to obtain the host end 
results, conferences have been held in 
which the chiefs of a particular type of 
center met. Here they exchanged ideas 
hoping to take the best from all. This 
enabled them to standardise treatment 
insofar as is practicable. 

In addition to the special professional 
personnel there has been obtained many 
who have special qualifications such as 
physiotherapists, etc. These are qualified 
experts in their profession—365 of those 
have been commissioned in the Army of 
tlie ITnited States. In addition, especially 
qualified ])orsonnel have been hired to 
teach the deaf, the mute and the blind. 
In the treatment of the blind, it is im- 
]iortaut to establish a favorable state of 
mind. This type of casualty suffers an 
emotional shock that requires a very del¬ 
icate psychological approach. A contact 
man. usualh' one blinded in the service, 
is used to encourage the newly blinded. 
Tliis method does a great deal toward 
rehabilitating the blind and showing 
them tliat they liave a valuable and inter¬ 
esting life ahead of them. Tnstnictors 
experienced in work with the blind, es¬ 
pecially teelinics such as Braille, have 
itec-n o])tained. This, of course, in addi¬ 
tion to the diversional. recreational, and 
occupational therapy. 


An individual losing his hearing also 
suffers quite a shock. . Hearing aids will 
be furnished to those who have lost their 
hearing in lino of duty. Instrnefors'in lip 
reading are on the educational staff of 
these centers. 

The adjustment of the soldier who has 
had an amputation is quite a serious 
problem. A temporary prosthesis is fur¬ 
nished and the soldier is taught to dress, 
to write, and to properly care for himself. 

The orthopedic cases present a largo 
group of patients for physiotherapy and 
occupational therapy. The physiother¬ 
apy includes baking, massage, whirlpool 
and exercise. Closely allied to physio¬ 
therapy is occupational therapy. Inter¬ 
esting creative occupations accomplish¬ 
ing the desired function may be carried 
on for lengthy periods—the patient vir¬ 
tually treating himself. 

The actions or motions of the patient 
are actually medically ))rcscribed. If a 
wrist is involved and it is desired that the 
])atient should keep it in motion, an occu¬ 
pation requiring wrist movement is as¬ 
signed ns a medical prescription. Tlicro 
arc many useful jobs that can bo done 
and at tho same time satisfy the neces¬ 
sary medical requirement of using the 
limb or joint. Such things as a foot- 
driven printing press, or a six-pedal loom 
for weavin.g, or a Potter's wheel—if pos¬ 
sible, the production of something useful 
and the satisfying of the individual’s 
hobby is the ideal to be sought. 

Occupational therapy is very beneficial 
wlien directed toward the nervous and 
mental patient. If you leave this type of 
patient alono he spends all of his time 
feeling soriw for liimself or dwelling on 
morbid ideas. An attempt .should be 
made to adjust the job to his personality 
—make him a part of an operation which 
involves several people. Complex wood 
working is e.vcelJent. Such productive¬ 
ness and as.-;ociation with other people 
prevents further menial di.=integration. 
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Special reliabilitation problems con¬ 
front tbe occnpational tberapist in teacb- 
ing tbe blind. By progression and 
consideration they are taugbt to nse a 
liaimner, screw driver, saw, etc. Tbe pro¬ 
duction of some useful article gives them 
an assurance that be can master an en¬ 
vironment which is now strange because 
of tbe lack of sight. Special services are 
being made available which are equiv¬ 
alent to college and high school classes 
plus language courses which are taught 
bj*’text and records. Educational mo^es 
are becoming veiw beneficial in this pro¬ 
gram for general education. 

Nothing lias been left undone in refer¬ 
ence to the physical plant. An excellent 
examiilc is the Forest Glen Annex of 
Walter Beed General Hospital. The con¬ 
valescent soldiers call it “Holiday Inn.” 
One of the hearrties of this place is the 
main ballroom containing double-tierrcd 
hnloonies from which the less active men 
have a point of vantage to observe the 
games and other diversions that are 
planned for the men. Also looking down 
from niches under the great oak-beamed 
roof are some examples of the endless 
variety of statuary that did cast a cul¬ 
tural aura over the place when it was the 
National Park College, with its spacious 
and cultured 182 acres. 

Needless to say that many of you no¬ 
ticed the preponderance of neurosurgical 
centers. These are staffed with highly 
trained neurosurgeons. The reason for 
snob a preponderance of neurosurgical 
centers, as compared to the other special¬ 
ties, is largely due to our anticipation of 
a great number of peripheral nerve in- 
.I'uries. Statistics of warfare show that 
65 per cent of all casualties have injnrics 
of the extremities. Approximately 25 per 
cent of those casualties will have nerve 
injuries of varying degrees. Therefore, 
this is considered a very important phase 
of rehabilitation and one in which excel¬ 
lent end results are anticipated. In addi¬ 


tion to these anticipated casualties, there 
are a great number of neurosirrgioal 
problems such as nucleus pulposus, skull 
fractures, etc., presenting themselves 
daily in each .service command. 

COXOLUSIONS 

1. Surgical rehabilitation of defect.s 
existing prior to induction should not bo 
done by the Army in order that the man 
can be hrouglit into the service. 

2. Surgical rehabilitation is being 

done on men who are within the service 
when it is deemed necessary for tlie good 
of the patient. , 

3. Specialized training is necessary to 
i-chabilitate the majority of individuals 
who have physical defects. 

4. The team necessary to obtain the 
best results is a line officer, a personnel 
consultant and a medical officer. 

5. The country owes the casualty a 
debt, and it is being paid in part through 
the activities of the Surgeon-General’s 
Office in rehabilitating the wounded. 

C. Specialists trained in rehabilita¬ 
tion, physiotliorapy and occnpational 
therapy are necessary to form an efficient 
rehabilitation team. 

SUjrAEIO 

La rehabilitacion dc las fuerzas arma¬ 
das cs discutida con las couclu.siones si- 
guientes: 

1. Rehabilitacion chinirgica do los dc- 
fcctos cxistentos antes do la inducciou 
militar no dehcra ser cfcctuada por cl 
sciwicio luedico-miltar a fin de atraer ol 
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4. La mejor organizacion para ob- 
tener los mejores resnltados consiste de; 
(a) an oficial de linea, (b) im personnel 
consultante j (c) un oficial medico. 

5. La nacion debe a los dauados nna 
deuda que se esta pagando en parte por 
medio las actividades de la oficina del 
Cirnjano General en la rebabilitacion de 
los lieridos. 

6. Especialistas instriiidos en reliabi- 
litacion, fisioterapentica y la terapentica 
de empleo, son necesarias para la organi¬ 
zacion de im grupo eficiente de reliabili- 
tacion. 

RESUME 

La rehabilitation des blesses est 
etudiee et les conclusions suivantes sont 
avancees: (1) La rehabilitation chinir- 
gicale des conditions anterieures a Pen- 
rolement ne doit pas etre entreprise par 
le corps medical de Parmee, afin d’appre- 
ter la recrue pour le service. (2) La 
rehabilitation des homines dans le ser¬ 
vice sera faite quand cela paraitra neces- 
saire, pour le bicn de Pindividu. (3) 
Pour remedier aux defauts physiques, il 
est essential que le inalade soit sous les 
soins de chirurgiens et do medeeins ayant 
subi un entramenient special. (4) 
L’equipe necessaire pour obtenir les 
raeilleurs I’esultats sera coinposee d’un 
officer, dam consultant et d'un modicin 
niilifaire. (5) Le pays a une dette envers 


les blesses de guerre, et cette dette est 
payee en partie par les activitcs du Snr- 
geon-GeneraVs .Office pour le rehabilita¬ 
tion des blesses de guerre, (6). II est 
necessaire, il est essontiel de former des 
equipes coinposces de specialistes oii- 
traines specialement pour la rehabilita¬ 
tion, de specialistes. en rehabilitation, en 
physiotherapie et en therapie occnpa- 
tionnelle; 

Bhbo^^h 

PaccMaxpiiBaa Bonpoc Boeiinoil pea6u.in- 
Taaim anxop npiixo.^itx ic cse/^yiomna na- 
K^no'xennajr: 

1 . B xiipyprn'iecKoft peKoiicxpyKunn iic- 
^ocxaxKOB, cymecTSOBnnmnx npiiswna n 
apMuio, He.xi. 3 Jt pyKOBo;inxcJi tojiiko ny}!c;ia- 
xtn BocHHoit cjiyacdw. 

2 . B xnpypnrnecKOfi peadirjiiixaaitii cojT- 
;iax Ha ;i;eficxniixeaMioa cjiy:i: 6 e hco 6 xO/'iujio 
pyKOBO^nThCsi cooOpaxennnnn iianpanncn- 
HBixtH xojXBko k dJiaxy nagnerixa. 

3 . ycnemitoft peadiwnxaunH Coni.- 
mnircxBa jtoflefi c (|)H 3 rt>iecKn.Mit ire/tocxar- 
Kajrii xpedyexca cneuiiaJiBnaji xpeiinponica. 

4 . Jiyamiix pesy.Ttxaxon iieo 6 xoA,um 
KOMHccna cocToaigan ns ofaiuepa cBsaii, 
mxaxiiaro Koncy.xi.xanxa n noctiuaro Bpa'ia. 

5 . PocyAapcxBo hmccx onpe/te.xcniiHfi 
Ao.xr HO oxHoraeniiio k paiicnoMy. 3 ior 
Jio.xr ’lacxi.io BBin.ia’uiBaexca nepes peadiuit- 
xauiiOHHyio paOoxy Kadimexa r^annaro 
Xiipypra ApJiiiii (Office of the Surgeon 
General). 

6 . ycneiunoft padoxH peadiuiixa- 
anoniiaro coexana iicoCxo^’iiiita cncunajii,iiaji 
xpeiinpoBKa n peaCimiixaunn u b $n 3 inic- 
CKoft It rpy;i;oBoa xepaHittr. 
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Una Nueva Tecnica de Toracoplastia por Via Axilar* 

(A New Technic of Thoracoplasty through the Axilla) 

MARIO VERGARA SOTO, M.D., M.I.C.S, 

MEXICO, D. E. 


SUMMARY 

This new technic of thoracoplasty 
through the axilla has the following 
advantages: (1) Wide exposition 
of the operative region, facilitating 
extension; (2) section of the mns- 
cles is reduced to the minimum, so 
shook is avoided; (3) sectioning of 
the ribs is facilitated, and (4) the 
soar is under the arm. 


Hace seis anos, al prinoipio de los estu- 
dios que emprendi en el cadaver sohre 
oimgia toraxica; y cstudiando con el 
maestro Don Dario Fei-nandez los dis- 
tintos prooedimientos de torocoplastia 
propuestos para el tratamiento de la 
tuberculosis pulmonar y de los piotorax 
cronicos, el ideo nna nueva tecnica, por 
via axilar, que trato de oorregir ks des- 
ventajas de orden tecmco quirurgico que 
pueda imputarse a las distintas vias de 
.occeso a la planilla costal, inelusiva la de 
orden estetico. 

Hoy, despnfe de haberla nsado en va- 
rios anos en que ha sufrido los retoqnes 
que las necesidades de la pratica han 
unpuesto, hago su publicaoidn con auto- 
rizacion del Maestro Fernandez, conven- 
cido de las enormes venfajas que en ella 
concurren. 

El procedimiento operatorio lleva co- 

• Presented at die Third International Assembly ol the 
International College ot Surgeons held in Mexico Ciq-. 


mo idea fundamental la de exponer am- 
pliamente la region operatoria, levan- 
tando todo aquello que a modo de tapa, 
cubre la porcion toracioa superior y hace 
poco accesible la primera costilla, que 
foima con el omoplato, la clavicula y la 
articulaoion del hombro, la clave de cual- 
qnier toracoplastia en el tnmerculoso 
pulmonar. 

La secoion mnsoular, ampliamente 
compensada por la soherhia oxposicion, 
queda redneida al minimo, lo oual os un 
factor importante para disminuir el 
cheque y para conservar la meoanioa 
fisioldgica del miembro superior y dis- 
minnir la deformaoion post-operatoria. 

La primera costilla queda a la vista 
casi en sn totalidad y puede desartion- 
larse desahogadamente como he podido 
reah'zarlo en algunos cases, y finalmento 
todos los peligros quedan por encima do 
la primera costilla, aislados por el sepa- 
rador; y la cicatriz quiriirgica qneda 
oculta hajo el brazo en sn posioion 
anatomica. 

TECNICA 

Posicion del enfenno .—Posioion inter¬ 
media entre el deciibito dorsal y lateral, 
colocando nn cojin entre el hemltorax 
que se apoya en la mesa y esta, con ob- 
jeto de exponer hien la region en que se 
va a intervenir. Miembro superior en 
abdnccion forzada (qne pas 
seraisnpinacion. 

Primer tievip" 
tiendo del au. 
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inferior del pectoral mayor y la porcion 
larga del biceps sc dirige hacia abap 
y atras, pasando por la base de la axila 
para terminal' rodeando la inmta de la 
escapiila. 

Seccion de la piel y tejido cclnlar sub- 
cntaneo liasta doscnbrir la porcion del 
biceiis y ei pectoral, hacia arriba; y hacia 
abajo la porcion larga corrcspondiente 
del gran dorsal (Figs. 1 y 2). 

Segimdo ticm-po .—Tomando entre dos 
pinzas im pliegue de la aponeurosis de 
la base de la axila, se da un tijerctazo 
valiente que deje pcnotrar facilmento al 
Imeco de esta. 

Si se ha encontrado el piano corrccto 
de desplegamiento, con toda facilidad y 
simplemente con los dcclos se despega 
en todos sentidos y se rechaza hacia la 
parte superior el contenido vasculo ner- 
vioso del hueso axilar (Fig. 3). 

Tercer tiempo .—Pequena seccion del 
gran dorsal bajo el angulo de la eseapula. 

En estas condiciones puede calcularse 
si con solo ampliar el despejamiento se 
obtendria luz sufieiente, si no es asi se 
expondra con el separador la cara an¬ 



terior del pectoral mayor y sin sepa- 
rarsc, hacia atras, de su cara posterior, 
se secciona oste musculo en direccion de 
la incision cutanea y en la extension que 
se necesite (habitualmente, no mas de 2 
0 3 centimetros). La direccion de este 
corte enteramente igual a la que de el 
hacen Fiolle y Delmas en la ligadura de 
la subclavia, no hace sufrir ni la inerva- 
cion ni la nutricion del musculo. 

Si durante las maniobras opcratorias 
fuese nccesaria una mayor exposicion, 
bastard despegar el piano celulo-eutaneo 
de las formacioncs subyacentes que de¬ 
ban seccionarse, sin cortar aquel (Mg. 4). 

Cuarlo iicmpo .—Se contimia el des- 
pegamiento hacia adelante hasta los car- 
tilagos costales desprendiendo las inser- 
ciones de ambos peetorales; y hacia 
atras, hasta la cohnnna vertebral, see- 
cionando con las tijeras los pequenos 
ner\dos perforantes de los intercostales 
que se presentan. 

En este niomento cambian la posicidn 
del brazo anmentando la abduccion y- 
lirando de el hacia arriba; y luxando el 
oraoplato, con unos cuantos eortes de 
tijera se desprenden las lenguitas del 
serrato mayor de sus insereiones cos¬ 
tales, quedando ampliamente expuesta 
la region, 

Esta liltima maniobra de cambiar la 



Figs. 1 y 2, Trazo de la incisiim y seccion dc la piel y tejido celular siibcutfineo. 
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Fig. 3. El pHeguc do la aponeurfiais quo cierni. la 
base de la axila, tomando, cntre las dos pinzas, ha flido 
seccionado y las tijeras, aoapUando la brecha, muestTan 
el piano de despegaraiento. 

posicion es tan importante como lo es la 
mano izqnierda del ayudante en la coli- 
nisteolotnm, pues si la posicion no es 
correota y mantenida no se ontrega la 
regidn (Fig. 5), 

Quinto Tiempo .—^Heseocion costal en 
el orden qne se qniera y en la amplitud 
del area costal que so neoesite. Se puede 
desarticnlar la primera eostilla en sns 
dos extremos. ‘ 

Sexto tiempo .—Terminada la resec- 
cion costal y asegurada nna hemorragia 
absoluta, se retira el cojin, se abate el 
brazo y se suturan las pequeuas sec- 
ciones del pectoral y del gran dorsal. 
Sntnra de piel y tojido celular subcutil- 
nco dejando nn tube de drenajc. 

SDMAniO 

La nncva teonica de toracoplastia por 
via axilar tiene las signientcs vcntajas: 
(1) tfna amplia exposicion de la region 
operatorio y faciiidad para si fuerc 
necesario nnipliar esfa; (2) las secciones 
de museulos quedan reducidas al niiniino 
con lo que evitc grandeniente cl sliock 
operatorio; (3) siendo el canrpo opera¬ 
torio tan ainplio so piieden liaecr tantas 
reseceiones de costillas como sea nccos- 
sario, y (4) ia cicatriz operatoria qneda 
oculta bajo el plioguo del brazo. 



Fig. 4. El •pectoral mayor y el gran dorsal Bcpara- 
ilos, y el despegamiento casi completado, exponon 
amphamente la regidn operatoria. El conteaido de la 
axiia coa cl tejido celular de Ssta ha sido reebazado 
hacia arriba con cl separador. Con toda claridad ee 
aprecian la primera costilla, cl tenddn del cscaleno 
anterior insertado sobre la segundn coatilla y, 
en la porcido derccho dc la rcgJdn, descendiendo cl 
ncma del serrnto mayor. 

nfeUME 

Cette nonvcllo technique do tiiornco- 
plastio par In voio nxillaire nons off re 
Ics nrnntagcs suivants: 

1. Une large voie d'acoes, pennetlant, 



TCspondientcs, la Z 
flOstenidas cs 
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si la necessite existe, Fextension desiree. 

2. La section des muscles est reduite 
an minimum; le choc est ainsi evite. 

3. La section des cotes est facilitee. 

4. La cicatrice est sous-jacente an 
bras. 


Bj-IBO/HH 

3tot iioBhiii cnocod -ropaico njcacmKH 
iiyxcM noAMMiiiKH iiMeex cjieAyiomne npen- 
JtyiuecxBa : 1. Bo.xee umpoKoe onepaxiiBHoe 
nojie, 2. MJiiniMaabnoe cexeiine Mianm, axo 
yMeni.uiaex moic, 3. dojiee jiexKoe pacceaenne 
peCp, 4. pyCea cicptix no;^ pyKoft. 


GUILLAUME UUPUYTREN 


(Continued frdm page SGOj 

Hotel Lieu. Afternoons were given over 
to private practice and the clinics held 
several times a week, which were 
thronged by students and surgeons from 
all parts of the world. At 6 p.^Yr. Dupuy- 
tren again appeared at the Hotel Dieu, 
usually spending an hour there. It is a 
matter of record that this indefatigable 
surgeon never missed a day in twenty 
mars. Li addition he had an immense 

rivate practice, said to number 10,000 
persons annually. 

The position brought with it social 
standing. In 1816 Louis XVIII created 
him a baron and honored him -with the 
Order of St. Michael. In 1820 Louis 
made the noted physician his consulting 
surgeon. In 1821 Dupuytren became 
surgeon to Charles X. He ivas lilcewise 
a member of the Academy of Sciences 
and Eoyal Academy of Medicine, and in 
1824 became president of the latter. 

Dupuytren was said to have amassed 
4,000,000 francs, a fortune for -those 
days. Let it at least not be said he was 
ungrateful. It is reported that following 
the dethronement of Charles X he of¬ 
fered to divide his fortune with the fal¬ 
len monarch, who refused the 1,000,000 
francs Dupuytren so loyally offered. 

In 1833 on his way to the Hotel Dieu 
he was' stricken with apoplexy, but man¬ 
aged to get there and finish his lecture. 
It was soon discovered that he had a 
pleural effusion, but embittered and cyn¬ 
ical, when urged twelve days before his 


death to try the benefits of thoracotomy, 
he refused. He died Feb. 8, 1835. 

Dupuytren left his daughter, the 
Countess of Beaumont, 1,000,000 francs, 
and 200,000 francs were left to the Fac¬ 
ulty of Medicine. This fund was used to 
found the Dupuytren Museum of 
Anatomy, housing his own personal col¬ 
lection. 

Dupuytren the virtual dictator of 
French medicine and Dupuytren the man 
do not present us with an overly attrac¬ 
tive portrait. This talented surgeon was 
an unsociable companion with overbear¬ 
ing manners. He simply did not know 
that he liad a rival in ih’ance, his vin¬ 
dictive hatred of sucli men as Dumeril 
and Velpeau causing him to persecute 
them. Jealous of others, he made mis¬ 
takes he was eager to conceal. When 
mistakes did occur, however, he never 
lost his composui’e. Possessed of singu¬ 
lar foresight, he had a clear mind and 
insatiable curiosity. He took a fiendish 
Joy in finding fault with subordinates. 
He was not above lying and falsifying 
hospital records. Although very wealthy 
and meticulous in dress, he lived like a 
bourgeois. 

It wms at the bedside and in the am¬ 
phitheater where Dupuytren shone. A 
shrewd diagnostician, he used all five 
senses to make a rapid but thorough 
examination. In his time anesthesia was 
unknown, so he had to be rapid, dexter¬ 
ous and agile. Because his talents out- 

(Continued on page 408) 



Abnormalities of the Female Genitalia 

LT. COMDR. MORRIS WEINTROB (MC) USNR* 
BROOKLYN, NEW YORK 


T he purpose of this paper is to dem¬ 
onstrate the value of a proper 
understanding of the various ab¬ 
normalities of the female genitalia, its 
practical application in the practice of 
obstetrics and gynecology, and to warn 
against unnecessary sterilization of 
women who may possess certain such 
abnormalities. 

That a word of caution concerning the 
latter procedure is indicated was keenly 
impressed upon the writer’s mind one 
morning when, after wandering into the 
operating room to see what there was of 
interest, he was deeply shocked when 
shorvn a “beautiful specimen of a didel- 
phic uterus.” That “beautiful specimen” 
had just been removed by the surgeon. 
The patient was a young married woman 
in her early thirties who had submitted 

•The opinions or assertions contained herein are the 
private ones of the writer and are not to be construed 
as official or reflecting the views of the Navy Depart¬ 
ment or the Naval Service at large. 


to an operation in order to “have some¬ 
thing done so that she might bo able to 
have babies.” 

THE XlimLERIAK DUCTS 

To understand the manner in which 
abnormalities of the female genitalia de¬ 
velop, it is necessary to review briefly 
the embryology of the Miillerian ducts. 
Incomplete fusion of these ducts through¬ 
out the entire length of their canals or 
the nidimentnvy development of one of 
the dnets or any permutations of these 
“accidents” in development lead to al¬ 
most all the abnormalities encountered. 

Separate Miillerian ducts persist in all 
vertebrates below the level of Marsu¬ 
pials. These open into a permanent 
cloaca. In mammals fnsion takes place 
in varying degree at the distal end. In 
primates coznplefe caudal union gives 
rise to the normal nterus. 

A groove in the thickened epithelium 



Fig. 1. Couno of urogenital dneta and fonnation of the genital cord (A). Jlodcl at two months (X25), 
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of eacli urogenital ridge as observed in 
tlie human embryo of 10 mm. is the fore¬ 
runner of the Miilleriau ducts. 

This furrow is located near the cepha¬ 
lic pole on the lateral aspect of the me¬ 
sonephros. It remains open at its extreme 
cranial end. More caudally, the lips of 
the groove close to form a tube. Thus, 
it begins as an epithelial ihroliing, the 
solid blind distal end growing progrc.s- 
sively in a caudal direction. 

After entering the genital cord, the 
ducts fuse in the em1)ryo at about nine 
weeks, terminating blindly at kliiller’s 
tubercle. A pair of female ducts, dev el op 
in both sexes. At ten weeks, however, the 
genital duet of the opposite sex begins to 
degenerate. 

Due to a crowding of the iirogenital 
ridges toward the lateral a.s])ect of the 
genital cord, the result of the enlarge- 
s. ment of tlie develo])ing suprarenal glands 
and permanent kidneys, tlie Miillerian 
ducts tend to bend at two distinct levels. 
This gives rise to three regions. 

The unfused cranial (or longitudinal) 
portion of each duct develops into a Fal¬ 
lopian tube. The middle (or transverse) 
portion is the forerunner of the uterine 
Amdus. In primates this poi-tion nonnally 
is completely fused. The cervix arises 
from the distal longitudinal end. At six¬ 
teen weeks the uterus, cervix and vagina 
are recognizable as such. 

At one time it was believed that the 
vagina originated from the most distal 
part of the fused Mullerian ducts. Most 


contemporary embryologists, however, 
are of the opinion that it develops from 
the entodermal epithelium of the urogen¬ 
ital sinus that invades the lowest level of 
the genital cord. This entodermal epi¬ 
thelium replaces the Mullerian epithel¬ 
ium w'holly or in part. 

The hymen arises at the site of Muller’s 
tubercle from a disc of connective tissue 
derived from tlic mesenchyme of the gen¬ 
ital cord. In due time it is eovex'ed on 
both sides by sinus epithelium and de¬ 
marcates the ^'agina from the urogenital 
sinus. Usually, though not always, it be¬ 
comes a perforate membrane. 

Despite the fact that the greatest de- - 
vclopmontal changes in men and mam¬ 
mals take place Avhile the embryo or fetus 
is slill within the uterus, dcA'clopment 
continues oven after birth. According to 
Arey^ “only at about the age of 25 are 
the last of progressive developmental 
changes complete. Whereupon, the indi¬ 
vidual actually becomes adult.” 

COArPAKATIVE AXATOAIY (AFTER ABEV) 
Usually 

Anomaly Found in Causedhy 

Complete l\Ionotremes Total failure of 

duplication and lower iilullerian duet fu- 

of uterus marsupials sion 

and vagina 

Duplication i\Iost rodents Arrest of uterine 
of uterus fusion 

but not the 
vagina 



Fig. 2, Diagrams iJliistrating the farther history of the fusetJ MiiUeriaB tluets within the genital cord. 
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Bipartite 
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Uterine primordia 

iitems 

and 

mer^c at lonrer 


ruminants 

ends, more or less 
separated by a 
median partition. 

Bicormiate 

Sliecp 

Imperfect absorp- 

uterus 


tion of fundie seg- 
inents leaving 
paired pouches at 
upper uterine 
ends. 


Some of the rarer forms, such as the 
retention of the fetal or infantile condi¬ 
tion, congenital absence of one or both 
tubes, of one uterine horn, of the utcnis 
or of the vagina or of botli may be asso¬ 
ciated with hermaphroditism of the ex¬ 
ternal genitaliii. 

Gould and Pyle®'' cite a ease of Brod- 
hurst’s wherein a girl developed signs of 
approaching puberty at tlio age of 4. 
The mons veneris became covered rvith 
hair. At 10 the clitoris was 3 in. long 
and 2 in. in circumference. This “girl,” 
when 18, had well-developed maraniao, 
“her” labiae descended laterally and ex¬ 
panded into folds resembling a scrotum. 
There was neither a uterus nor a vagina 
—a typical example of hennaphroditism. 

Stalked or sessile vesicles (hydatids) 
on or near the osteal end of the tubes 
are common. Accessoiy Miillorian fun¬ 
nels, if retained and undergoing cystic 
change, produce one sessile type of hy¬ 
datid. 

DOUBLE uiEiins 

This abnormality has been reported 
frequently.®® Bicornuate, bipartite, dn- 
ple.x and double ntori nre classified ac¬ 
cording to the extent of duplication. The 
varieties range from slight variation 
from the normal to two distinct uteri with 
separate appendages and double vagina. 
The didelpliic utorns with a divided va¬ 
gina is aetnally a duplex uterus or double 


uterus—each being a uuicoru uterus 
more or less joined to its neighbor. Di- 
delpUie uteros associated with longitud¬ 
inal closui’c of the vagina has been 
reported by Adam.® 

Tlie association of donhle uterus, dou¬ 
ble vagina, double ovarian supply and 
double viilvae has been observed. Wiart 
and Snrcavi’s®® case of double uterus was 
accompanied by a partial double vagiiia. 
Hewson’s patient," in addition to double 
uterus and double vagina, bad duplica¬ 
tion of the pouch of Douglas. The pres¬ 
ence of a single ccivix ndfli double utcnis 
is not too rare. 

Hollander^' reported a case of double 
uterus wherein one opened into the va¬ 
gina and the other into the rectum. Usu¬ 
ally, double uteri are .situated lateral to 
each other. Occasionally, one may bo 
anterior to the other niid yet both may bo 
sen'cd by a common cervix. In one case 
tlio anterior ntenis had no adnoxae but 
did possess lateral ligaments. This nn- 
omalous development may have been the 
outcome of excessive growth of one of the 
ifiillerian ducts. This gives rise to the 
folding off of a portion whicli, in turn, 
becomes the anterior uterus. 

A sufficient number of women with 
double uteri have been delivered safely 
of several children. It seems reasonable 
to conclude, therefore, that surgical I'e- 
moval of cither one or both components 
of a double uterus is no/ always definitely 
nccessaiy. 

Perrigard“ described a primipara with 
two distinct vaginae, two separate cer¬ 
vices and apparently two ntori. During 
the third month of prognanoy, he re¬ 
moved a thick vascular vaginal septum. 
Parturition continued to tei-ni and deliv¬ 
ery was uneventful. 

•...StJPEKFET.lTIOX 

The. -’uich si:' In.tir-i-on 

the p., 
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of a woman pregnant at the same time 
ill both components of such a uterus is 
most interesting. One full-term child was 
horn on July 16th and the other full term 
child on October 31st of the same year. 
Between each confinement the patient 
had what appeared to be three normal 
menstrual periods. 

If unaware of the presence of an ab¬ 
normal uterus, speculation on the part 
of the attendant would lead to the sup¬ 
position that superfetation had taken 
place ill a single uterus. In this case a 
septate vagina and double cervix led to 
the discovery of duplication of the uterus. 

A half century ago, Article 312 of the 
Civil Code of France accorded a mini¬ 
mum of 180 and a maximum of 300 days 
for the gestation of a viable child. 

How, then, could one explain a delay 
of three months in the birth of the second 
child if conception in each component of 
the uterus had taken place at approxi¬ 
mately the same time? Such a delay 
would prolong tlie period of gestation in 
the case of the second fetus to twelve 
months—a most unlikely situation 1 It 
is more reasonable to assume that con¬ 
ception ill the second uterus took place 
approximately two and a half to three 
months after that which began in the first. 

It would be logical, therefore, to as¬ 
sume that this was a true instance of 
superfetation. 

One must define superfetation in the 
human being as the implantation of a sec¬ 
ond fertilized ovum in a uterus already 
containing a pregnancy of at least one 
month’s duration. In order for this to be 
possible three phenomena must take 
place—ovulation, fertilization and nida¬ 
tion. 

Investigations conducted by Studdi- 
ford®^ led him to conclude that “matura¬ 
tion of the ovum takes place during 
human pregnancy but that this termi¬ 
nates in degenerative changes and atre¬ 
sia, No evidence could be found that 


(under such circumstances) ovulation 
actually takes place. It seems reasonable 
to assume that the pregnancy hormone 
through its degranulating effect on the 
basophile colls of the anterior pituitary 
(thus diminishing their production of 
gonad stimulating hormone) depresses 
ovarian function and prevents ovulation 
diiring pregnancy,” 

Usually, the corpus luteum formed 
during pregnancy inhibits the develop¬ 
ment of other ovarian follicles. Hence, 
it is reasonable to assume that superfe¬ 
tation (if it be at all possible) is not likely 
to occur early in a pregnancy. 

Theoretically, it can occur only at a 
time when tlie corpus luteum has waned 
—around the fourtli to the fifth month. 
Nevertheless, Eavano^® has provided evi¬ 
dence to support the possibility of ovula¬ 
tion in the early months of an existing 
pregnancy. He found no less than 5 per 
cent of 100 pregnant Avomen presenting 
signs of recent rupture of a corpus lu¬ 
teum. 

Since the uterine cavity is not oblit¬ 
erated by the fusion of the decidua vera 
and the decidua reflexa until about the 
third month, fertilization of an ovum that 
has matured in spite of an already exist¬ 
ing pregnancy theoretically should be 
possible. For the same reason, nidation 
as Avell is possible up to the third month. 
Such possibilities become more probable 
in the event that fusion of the decidua 
vera and decidua reflexa be delayed be¬ 
yond the period AAdien it “normally” takes 
place. 

In vieAv of these theoretical considera¬ 
tions Studdiford’s conclusion that “we 
must consider the early reported cases 
of superfetation as misinterpretation” 
seems to be untenable. Although this 
phenomenon must be exceedingly rare 
and certainly difficult to prove in the ease 
of a single uterus it is not so difficult to 
believe it possible in double uterus, espe¬ 
cially if the cavity of the second uterus 
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has not yet been completely obliterated 
by the fusion of the decidua vera and 
decidua refiexa that have formed in re¬ 
sponse to a pregnancy in the first uterus. 

Menstruation from the nongravid 
double uterus may take place simulta¬ 
neously from both members or appear 
from only one at a time. 

Normally, it is true that menstruation 
ceases from the single uterus in the pres¬ 
ence of an ectopic pregnancy. Also, a 
decidua vera forms within the nonpreg¬ 
nant uterus. One would expect, therefore, 
that menstruation would not occur in the 
empty member of a unilaterall 3 ' gravid 
double uterus. Yet, the case of probable 
supoi'fefation cited above had wliat ap¬ 
peared to ho three apparently normal 
menstrual periods between the birth of 
her two infants. Murless and ifoLaugh- 
lin’s™ patient, described later, had “two 
showings of blood during the early ges¬ 
tation period,” It is, of course, possible 
tliat these “showings” were not true men¬ 
strual flows, being instead the result of 
oyelioal bleeding. 

Soifer®’ described what appears to 
have been a true case of superfetation. 
IVhile doing a Cesarean section on a 
uterus containing an eight or nine 
months’ old fetus, he noticed that this 
gravid uterus was separated from an¬ 
other uterus situated on its left by a pro¬ 
nounced plica umbilicalis media. The 
second uterus possessed a normal tube 
and ovary. The plica umbilicalis ex¬ 
tended dorvnward from the umbilicus and 
served as a curtain between the two uteri. 
About twentj’ hours after the Cesarean 
section, a second fetus was found on the 
vulval pad. It measured 1% in. from 
crorvn to coccyx and appeared to have 
been dead no longer than seventy-two 
hours, judging from its well-preserved 
state. The living infant, delivered bj- 
.section, weighed 7 pounds. 

In 1927 Murless and McLaughlin'" 
asking the question, “Does superfetation 


occur?” reported what they considered 
to be a possible case. Just three months 
after a patient of theirs had given birth 
to a normal male infant weighing almost 
6 pounds, the same woman was delivered 
of a normal female infant that rveighed 
6 pounds and 13 ounces. The placenta 
obtained after the birth of the second 
fetus measured only 4 in. in diameter 
and was only % in. thick. This patient, 
as noted previously, had two showings 
of blood during the early gestation 
period. 

Instances of supposed superfetation 
have been reported by Buyalskiy,*' Cas- 
san,‘* Trapet"* and others. Moench'" 
added the case report of a woman who 
had given birth to a seven months’ fetus 
and who, according to a midAvife, passed 
a 4 months’ fetus three days later. 

Premature labor as regards the second 
product of conception is not uncommon. 

In 1921 Radasch"’ published a compre¬ 
hensive review of the reported oases of 
superfetation. 

TniPABTIIE UTERUS 

Gould and Pyle®' cited a ease report by 
Thilow describing a tripartite uterus— 
one that was divided into three small 
portions, 

HERNI,V OF THE UTERUS 

Debierre®' mentioned thirteen in¬ 
stance of herniation of the uterus in the 
right inguinal region and seven in the 
left, Gould and Pyle” referred to even 
rarer forms such as crural, umbilical 
and obturator herniation through the 
linea alba. 

A cure by radical operation was ob¬ 
tained by Barbet® in a case presenting 
a recto-vaginal cloaca plus inguinal her¬ 
niation of a hemi-nterus and its accom¬ 
panying adnexae. 

DIVERTIOULUM OV THE , UTERUS 

According to Sussig®' i ' ■ 

mans call "DwerliJicI' 
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— pregnancy in a diverticulum — was 
first described by Schickele. 

Piskaceck’s®® definition rendered preg- 
nacy in a previously existing diverti¬ 
culum, which might be considered the 
only true type of diverticular pregnancy, 
difficult to substantiate as a distinct ab¬ 
normal entity. He believed that such a 
classification can be made only when the • 
diverticulum of the uterus contains both 
the fetus and the placenta. 

“^^ery few cases have appeared in the 
literature. A study of those described 
with sufficient detail leads one to con¬ 
sider them as instances of placental at¬ 
tachment in a secondary sacculation of 
the uterus rather than true diverticular 
pregnancy ... if we accept Piskaceck’s 
definition.-®- 

Sussig’s patient aborted a six months’ 
fetus. Abundant hemorihage followed. 
Attempts to remove a retained placenta 
proved unsuccessful. After hospitaliza¬ 
tion, further attempts were made under 
general anesthesia. It was impossible to 
remove the placenta. Bleeding continued. 
It was then noted that the placenta 
seemed to be situated in what was con¬ 
sidered to be a diverticulum of the uterus. 
Because the wall of this “diverticulum” 
felt so thin that manual perforation 
seemed imminent, abdominal hysterec¬ 
tomy was performed. 

The extroflexion of the uterus Avas of 
the size of a large man’s fist and its sur¬ 
face Avas traversed by veins. 

The fibrous placenta was intimately 
adherent to the uterine musculature and 
could be removed only partially even 
after the uterus had been excised. The 
layer Avhich remained adherent seemed 
to invade the musculature of the “diver¬ 
ticulum.” The muscle tissue in the latter 
was brittle and spongy and reached a 
depth of only 2 mm. ,• Avhereas the muscu¬ 
lature of the nondiverticulated part of 
the uterus was 3 mm. thick. 


The pathogenesis of so-called diver¬ 
ticulum of the uterus is probably as fol¬ 
lows : Placental attachment occurs at a 
site of atrophic mucus membrane. De¬ 
cidual foi'mation fails to take place nor¬ 
mally at this area. The advancing chori¬ 
onic villi invade the muscular layer 
directly and destroy some of the muscu¬ 
lar bundles. This leads to thinning out 
and sacculation of the uterine Avail, giv¬ 
ing the appearance'of divertieulation. 

This vicAv is borne out by pathologic 
findings as reported by Lehman®® in a 
Avoman Avho died from hemorihage fol- 
loAving repeated unsuccessful attempts 
to remove an adherent placenta. The at¬ 
tending physician, after removing part 
of the placenta, entered Avhat appeared 
to be a diverticulum arising from the 
right side of the fundus. He became 
alarmed, fearing that he had perforated 
tlie uterus, AAdien suddenly he felt that 
liis right hand aa’us pressing against the 
anterior abdominal AAmll. Hospitalization 
folloAved soon after, but the patient ex¬ 
pired before anything could be done in 
her behalf. 

Upon microscopic examination of the 
uterus after necropsy it AAms noted that 
the villi of the placental site AAfithin the 
apparent diverticulum Avere Avell formed, 
but no sign of a decidua could be found. 
The spongy layer was absent. Villi ex¬ 
tended doAvn to the thinned muscular 
layer, being separated from the latter by 
a more or less Avide layer of fibrin. In 
some places the villi Avere isolated be¬ 
tween separate muscle fibers that stained 
poorly. They did not extend to the se¬ 
rosa nor did they perforate the peri¬ 
toneal covering. Definite decidua forma¬ 
tion Avas present in sections taken from 
the site of placental attachment to nor¬ 
mally thick uterine Avail. 

Vdiether Avith a normal placenta there 
can be “diverticulum” formation from 
other causes remains to be decided. Leh¬ 
man discussed a case of Schaeffer’s AAdiieh 
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uterus lias been described by Bonnaire 
and Duranted'’’ 

Double lumen in otherwise normal 
Fallopian tubes has also been re¬ 
ported/’"’ 

Peterson®* has described a horseshoe 
tube; while Hiitcr*® reported fusion of 
one tube with its opposite. 

Congenital absence of a tube need not 
be associated, as claimed by Blot,** with 
rudimentary development of the ovary 
of the same side. In the second case, 
described by the author at the end of tliis 
paper, the left tube was represented by 
a fine fibrous band—practically a com¬ 
plete absence of the tube. Nevertheless, 
the left ovary seemed to be perfectly 
normal. 

Multiple tubes have been described by 
Bovee,*® Eobinson,'^*’ Victor,®® Koss- 
mann,*® Knube,'® Bab® and Le Loifier 
and Durante.®* In most instances these 
were fused and adherent either to the 
ovary or to the uterus. 

Supernumerary osteal openings in 
single tubes have also been report- 

gjJ 45, 07, 72, 77, 78 

Hernia of the tubes has been seen 
infrequently.'*’ ®’ ®®’ ®* 

Puller®* operated on a patient in 
whom an abnormal tube was found in a 
femoral hernia. 

ABNOBMAUITIES OF THE OVARY 

Complete absence of the ovaries oc¬ 
casionally occurs. The presence of only 
one ovary is not too rare. The level 
of secondary feminine characteristics, 
furthermore, does not necessarily par¬ 
allel the degree of failure in ovarian de¬ 
velopment. Whereas a woman with but 
a rudimentary development of her uterus 
and ovaries was described as having 
none of the physiologic characteristics 
of her sex, other cases mth similar ana¬ 
tomical defects were decidedly feminine 
and quite passionate besides. 


Several types of supernumerary ova¬ 
ries are Imown . . . the ovary succentaii- 
riatum, the accessory ovary, cases in 
which the ovary is divided by ligamen¬ 
tous bands and, lastly, entirely distinct 
supernumerary ovaries. 

Debierre®® described inguinal hernia¬ 
tion of the ovary. Puech®® collected 
eightj^-eight such cases. Gould and Pyle®® 
cite Otte’s having seen bilateral crural 
ovarian hernia and a case reported-by 
Haller and Borellus of double ovarian 
supply in a woman who had two uteri, 
two vaginae and double pairs of vulvae. 
The presence of a third ovary was noted 
by Sippel.®* 

Griffith®® described a specimen in the 
museum of St. Bartholomew’s Hospital 
in which the ovaries were located on the 
surface of the pelvic peritoneum. The 
uterus and vagina were absent. The 
pelvis, as was said to be usually the case, 
had some of the characteristics of the 
male type. In the discussion of Griffith’s 
report Matthew Dincan stated that he 
had seen a similar case in which the va¬ 
gina had measured not more than 1 in. 

Displacement of the ovaries into the 
cul-de-sac of Douglas, against the vaginal 
Avail or against the rectum may cause 
nausea during either coitus or defeca¬ 
tion. If associated Avith malformations 
of the other genital organs, the presence 
of ovaries in Amlvae that resemble an im- 
perfectlj’’ fused scrotum may well be mis¬ 
taken for evidence of hermaphroditism. 

OTHER BIZARRE FINDINGS 

Smyly®® reported rupture of a horn in 
a tAvo-horned uterus. Eupture of a gravid 
horn in a uterus bicornis unicollis Avith 
recovery after operation Avas described 
by Brugh*® as well as.by Gerin-Lajoie.®® 

Amputation of the right horn of a bi- 
cornuate uterus because of the presence 
of an abscess Avithin this horn was fol- 
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lowed by an uneventful normal preg¬ 
nancy in tlie other born.“ 

Menstrual distress lias been noted fre¬ 
quently in association with abnormal 
uteri. Puocli®® has reported hematometra 
in the rudimentary horn of a unicorn 
uterus . . . Schwartz®' hematocolpos, 
iiematometva and bilateral heinatosal- 
]hnx in a case of uterus subseptus with 
double cervix and double vagina. De 
Xilwa'^ added three cases of nterns bi- 
cornis associated with unilateral liema- 
tomotra. Dysmenorrhea resulted from 
hematometra in the rudimentary hom of 
a uterus bicornis unicollis.^ 

KEY TO CHART OF AB170RMAL UTERI 


1. Normal uterus. 

2. Uterus duplex, bicornis with sep¬ 
tate vagina. 

3. Uterus subseptus unicorporcus 
with septate cervix. 

■4. Uterus subseptus unicollis (bipar¬ 
tite uterus). 

5. Uterus bicornis unicollis (bicor- 
nuate uterus). 

fi. Uterus septus duplex (uterus bi- 
locniaris). 

7. Uterus duplex, bicornis with 
single vagina. 

8. Uterus arcuatus. 

9. Normal uterus with septate va¬ 
gina and double hymeu. 

10. XTterus bicornis, unilaterc nuli- 
nientarivis. 

11. Uteru.s witl) closed accessory 
horn. 

12. Uterus unicornis. 


LABOR IN iUJNORMAL UTERI 

Surjirisingly enough, labor in abnor¬ 
mal uteri is quite often uneventful. 
Among tbc olistotrical comiilicalions'® 
that have been observed in addition (o 
those previously mentioned is postpar¬ 
tum hemorrhage duo to atonicity of tlie 


noupregnant member of a double uterus. 
Poorly developed musculature may load 
to rupture and usually is a cause of weak 
labor pains in such uteri. 

Occasionally, the nongravid member 
maj' prolapse under the other and be¬ 
come incarcerated in the pelvis. 

A uterine septum may impede contrac¬ 
tion, tend to produce breech and trans¬ 
verse presentations, lead to weak labor 
pains, postpartum atony, rigidity of the 
cervix and adherent placenta. 

Cervical seiitac may obstruct delivery 
in a most bizarre manner. In a case 
mentioned by De Lee and Groenhill-* the 
fetus actually straddled the septum in 
tlie cervix. Before delivery could be ef¬ 
fected, it was necessary to excise the 
septum. 

The cervix of the nonpregnant mem¬ 
ber of a double uterus may bo pressed 
down to the vulva as the descending head 
of the baby emerges from the pregnant 
component. 

PnORLEMS OF L.IBOR (AFTER DE LF.E 
AND GREENHILL) 


Uterus subseptus Placenta may be adherent 
unicollis to the septum 


Uterus bicornis Abnormal pains, postpar- 
(duplcx) turn hemorrhage likely 


Uterus bicornis 

unilaterc 

rudimentarius 


More serious than ectopic 
pregnancy if pregnancy oc¬ 
curs in the rudimentarx’ 
horn. 


Uterus bicornis 
(duplex) cum 
A'aginae septum 


Double pregnancy possible. 
Splitting .septum seldom 
ucces.'jary. Do episiotomy 
on side on which baby lies. 
Do mid-line episiotomy if 
twins are pre.sent. 


Uterus arcuatus 


^lo^t com aiioma 
ca ^ran 

e tu 


Uterus with j ‘f 

accessory hom os d 
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Uterus subseptus Child may st.i-addle septiun 
unicorporeus cum iu cervix. Septum may 
.septate cervix need inei.sion or exci.sion to 
effect delivery. 

Uterus septus Abnormal pains and po.st- 

duplex (uterus partum hemorrliage likely, 
bilocvilaris) 


Septate vagina May be necessary to cut the 
with double hymen being careful not to 

hymen injure the rectum. 


Uterus unicornis Due to failure of 1 Mul¬ 
lerian duel. Normal preg¬ 
nancy possible. 


CASE REPORTS 

UTERUS DUPLEX, BICORNIS, UNICOLLIS WITJI 
SEPTATE \'AGIN.V {Case J) 

A review of Ihe obstetrical history of 
a young woman in her early twenties, that 
began in 1930 and to date has extended over 
a fourteen-year period, paints a graphic pic¬ 
ture of the extent to which some women will 
bear up under the trials and tribulations 
sometimes associated with their efforts to have 
a family—the inherent right of all woman¬ 
kind. It is an eloquent argument against 
removing an abnormal uterus simply because 
it happens to be duplex in character. 

On June 30, 1930 a dilatation and curettage 
for incomplete, spontaneous abortion in the 
third month of a pregnancy was necessai-y. 
At that time the septum in the vagina was 
first noted. It presented no difficulties other 
than to puzzle the examiner on his first at¬ 
tempt to do a pelvic examination to determine 
the condition of the uterus. The index and 
middle finger, it seems, entered the blind 
pouch to the right of the septum and it was 
impossible to palpate a cervix. This was later 
made clear when the patient was under 
anesthesia. Although the presence of a va¬ 
ginal septum should have led to the surmise 
that an abnormal uterus was probably associ¬ 
ated, the walnut sized mass to the right of the 
pregnant horn of a uterus duplex was inter¬ 
preted as an ovary and not as the nonpreg¬ 
nant member of the double uterus. Appar¬ 
ently the normal ovary on that side was not 
palpable. No difficulty was experienced in 
passing the uterine curette directly into the 
cavity of the pregnant horn. 


The .salient featui-es of her history from 
then on as noted in her case records ai’e as 
follows; 

1; 7/11/30— 

Anteversion, anteflexion. 

2: 7/21/31— 

Mensis regular. Marked dy.smenorrhea, 
])remen.strua! and first few days of pe¬ 
riod. Mostly in back. Retroversion. 

3; 5/6/32— 

Last mensis. 2/1/32. Uterus anteflexecl 
but .slightly retrocessed and sinuverted. 
4: .0/17/32— 

Delivered of seven, months’ premature 
fetus, 3 lbs., 11 oz. Baby expired the 
next dajL Prank breech. 

5; 11/19/32— 

Cmisiderable dj’^smenorrhea with fre¬ 
quent backache. 

6: 3/11/33— 

While in an o.xygen tent because of lobar 
])neumonia, delivered of an eight months’ 
premature fetus, 7 lbs., 14^/^ oz., breech. 
Baby expired 10 hours later. 

7: 1/12/34— 

Delivered of an S months’ premature 
girl, 4 lbs., 9 oz. Prank breech. Baby 
lived. 

8: 8/19/36— 

Spontaneous, incomplete abortion. Uterus 
retroverted. Much backache. Pain in 
R.L.Q. of abdomen. Mass in the left side 
of pelvis,.felt on bimanual examination, 
size of a walnut, considered to be the 
right ovaiy which was thought to be 
cystic. Recommended anterior suspension 
of the uterus and excision of the vaginal 
septum. Emptied uterus following day 
.spontaneously. 

9: 7/28/36— 

Through a suprapubic midline incision, 
the abdomen was entered and the follow¬ 
ing abnormality encountered. A true 
uterus duplex with two distinct horns. 
Both horns were served b}" a common 
cervix. A normal tube emerged from the 
external aspect of each horn. Tliere was 
no tube attached to the inteimal aspect of 
the lioims. Two slightly cystic ovaries were 
situated iu normal x'elationsliip to the 
fallopian tubes. The left was one-half 
the size of a walnut. The entire uterus 
duplex, (bieornis) was retrocessed into 
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t)ie cavity of tlie pelvis 1)\U ■was not re- 
troverted. Each component of the double 
uterus was about tlie size of a ■walnut. 
The appendix ■svas 3 in. lon^, retrocecal 
and not bound do^^'n. 

Before entering the abdominal cavity, 
the vaginal septum had been excised. At 
its external aspect the septum was about 
centimeter in thickness. Tim septum 
became thinner as it approached its 
proximal attachment to the right side of 
the posterior surface of the cervix. The 
vagina was divided into two complete 
compartments . . . one leading to the 
cervix, the other to the right of tlm sep¬ 
tum, being a blind pouch. 

Tlie appendix was removed. A Gilliam- 
Simpson suspension was done to correct 
the retrocession of the uterus duplex. 

10: 6/1/39— 

Spontaneous abortion in the second 
month of a pregnancy. 

11; 10/15/4S— 

Delivered of a frank breech. L.S.A. 5 
lbs., 14 oz. Baby alive. 

This was her first fuU-tenn baby. This 
patient, despite her double uterus, has two 
live children. Of interest is the fact that she 


a? 3 

had two spontaneous abortions before the 
third month of pregnancy, three premature 
deliveries and only one fnll-torm pregnancy. 
All of the fetuses were small and all were 
breech in position. 

In each of her labor.s uterine contractions 
were strong and the pains were normal. At 
none was the removal of the placenta neces¬ 
sary, 

ABSENT V.\GINA, ABSENT CERVIX, ABSENT EEl'T 
TUBE, “TIIUMB-N.UE ‘ UTERUS (CdSC 2) 

A single \\oman of 37 liad never menstru¬ 
ated. Nor liad there been any vicarious men¬ 
struation. There were no secondarj’ male 
characteristics, her hips were well rounded, 
breasts well developed and the distribution tif 
the pubic hair feminine in type. 

filie had a fine tremor of the hands and 
fingers and stated that at times she felt her 
entire body tremble. Perspiration from the 
axillae -was marked. Her thyroid -ivas not en¬ 
larged, no adenoma was palpable and lior 
basal metabolism on two oeeasinns was within 
normal limits. 

Intenniftcntly, for ycar.s, she liad right 
lower ijuadrant abdominal pain. A gastvo* 
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intestinal x-i'ay series was negative except for 
a “segmented” appendix. 

The labiae majorae and minorae were nor¬ 
mal. The clitoris was not enlarged. In place 
of a normal vagina a blind pouch, or “infold¬ 
ing,” was encountered. At mo.st it was a 
scant 1 in. in length and % in. in width. It 
was impossible to palpate a uterus on rectal 
examination; but what seemed to feel like 
normal ovaries could be outlined. 

At laparotomy for a chronic appendicitis, 
the following was noted: “Tlie appendix was 
long, and kinked on itself by adhesions at its 
middle.” 

The uterus was heart-shaped with the apex 
pointing distally and was “thumb-nail” in 
size. It measured V 2 in. from top to bottom, 
% in. from side to side and % in. from front 
to back. It was in the midline. No cervix was 
evident. An apparently normal right tube 
emerged from the diminutive uterus. The left 
tube was I'epresented by a strand of tissue 
about tlie thickness of plain “0” catgut that 
terminated distally in what appeared to be 
a nonnal fimbriated ostium. No opening could 
be found between the ostium and .the strand 
of tissue to which it was attached. Both 
ovaries were situated at their normally ex¬ 
pected site and appeared perfectly normal. 
Appendectomy was done. 

FIBROMYOMA IN ONE MEMBER OP A BICORNUATE 
UTERUS (Case 3) 

A doctor’s mother, aged 64, had been bleed¬ 
ing quite persistently and heavily. On bi¬ 
manual examination a mass was palpated on 
the right side that seemed to move with the 
uterus. Due to her age and the possibility of 
malignancy, Commander Joseph Jacobson 
(MC) USNU,^® decided that a panhysterec¬ 
tomy was indicated. 

On entering the abdominal cavity a fibroid 
about the size of an orange was found at¬ 
tached to the right member of a bieornuate 
uterus. The operation planned was carried 
out and the patient made an uneventful re¬ 
covery. 

There were a single cervix and a single 
vagina. Vaginal septae were absent. 

Of special interest is the history of three 
normal, spontaneous deliveries. 


SUMMARY 

(1) A proper understanding of the 
various abnormalities of the female gen¬ 
italia is helpful in the practice of ob- 




Fig. 5. Case S. A. Uterus, small as a thumb nail. 
Eight tube normal. Left tube replaced by a strand of 
fibrous tissue. Both ovaries appeared grossly normal 
and actually were twice the size of the uterus. There 
was no cervix. The vagina was one inch long and 
about three-eighths of an inch rvide. B. Normal uterus 
shown for comparison. 

stetrics and gjmecology. Such a back¬ 
ground will lead to fewer unnecessary 
surgical sterilizations of such cases 
while still in the childbearing period. 

(2) A bi'ief discussion of the embry¬ 
ology of the Miillerian ducts is included 
in an effort to clarify the origin of the 
various abnormalities herein described. 

(3) Illustrations of some of these abnor¬ 
malities as well as of several personal 
cases are provided, (4) The results of 
an extended survey of the literature are 
summax'ized. 
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SUAIARIO 


1. Un eonocimiento exacto (Je las va- 
rias abnormalidades de los oi'ganos ge- 
nitales femeninos es de ntilidad prove- 


cliosa en la practica de la obstetricia y 
de la ginecologia. Este eonocimiento 
biisico evitara o disminuira el niimero de 
esterilizaciones cbiriirgicas innecesarias 
durante el periodo o edad fertil. 

2. Una corta discusion de la einbrio- 
logia del conducto de Miiller es incluida 
con el ob.ieto de aclarar el origen de las 
varias abnormalidades aqui descritas. 

3.. Ilustraciones de algunas de estas 
abnormalidades, como tambien citas de 
casos en la experiencia del antor son 
presentados. 

4. Se da en resunien, el resultado del 
extenso estndio de la literatnra. 

RESUME 

(1) II est ntilo a I’accoucbenr de con- 
naitre les differentes anorraalites des 
organes genitanx de la femme. Ces con- 
naisances sont egalement ntiles aux gyne- 
cologues. Ainsi arme le chmirgien fern 
moins de sterilisations inntiles durant la 
periode de Fenfantement. (2) Afin de 
clarifier I’origine de ces anormalites, 
I’anteur disente Fembryologie des cou- 
dnits de Miiller. (3) L’article illustre 
pinsienrs de ces anormalites et renferme 
le rapport de plnsieurs cas personnels. 
(4) L'auteur nous donne les resultats 
d’nne etnde approfondie de la litteratnre 
du sujet. 

Bbiboah 

1. npaBii.tiLH.oe noHiiManiie pasjiiiTRHX 
aiioMajiin'i RtencKiix ho-ioblix opranoB yiBJin- 
excR oHCHL nojiesHLiM B aKyinepcKOft n 
riiHeKO-noriiTecKOft npaicTiiKe. TaKaa noA- 
roTOBKa vacTO npeA'OBpani,R^T HenyiKHyio 

xnpyprHvecKyio ctepniinsaniino bo Bpewa 
njioAOHOcHaro nepiiOAa. 3. Ajih BLiacHeHna 
npoiicxoHtAGHiia atiix anoMajiufi CTaxtsi flaex 
KpaxKiifi BMfipiiojroriniecKiili odsop pasBn- 
xiiR blioJurepoBCKiix xpydoK. 3. AaaH RJi- 
JiiocxpaRiiii HeKOKxopBix aHOMa.)iint, BKniovaa 
cjiyaan aBxopa. 4. cboa pesyjiLxaxa 

miipoKaro odospeHiia HayHHOfi jinxepaxypu. 
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APPENDICEAL GOPEOLITH 


the small bowel. Conclusion: Radiographi¬ 
cally it appears that there is a calculus in the 
right ureter. (Fig 1.) 

Although there was a frequencj^ of urina¬ 
tion and the urine contained blood and pus 
and an x-ray film of the abdomen revealed a 
stone of high calcium densitj’^ lying in the 
region of the ureter with the long axis of the 
stone parallel to the course of the ureter 
in the region of McBurney’s point, further ex¬ 
amination failed to convince me that this was 
the cause of the acute abdomen. 

. I decided an immediate operation was indi¬ 
cated for a ruptured appendix, well realizing 
that many an innocent appendix had been 
removed, when the underlying cause was a 
kidney or ureteral calculus, having in mind 
that if this was a calculus it could be handled 
bj'’ cj^stoscopie at a later date, and that delay 
was dangerous. 

Abdominal Findings: The abdominal cav¬ 
ity contained approximately 3 ounces of thick 
inueo-purulent exudate. The appendix was 
lying in right lower iliac quadrant, it was 


swollen and edematous and was perforated 
at its mid portion with a firm fecalith present. 

Operation: Davis incision. Appendix was 
brought into the wound without difficulty, 
meso-appendix clamped and tied off. Ap¬ 
pendix was removed, purse string was placed 
around the stump and a No. 20 soft rubber 
catheter was sutured into the cecum with 
plain No. 1 catgut through the stump of the 
appendix. (AppendicostomJ^) Purse string 
was then tied around the tube. A Penrose 
tube was then inserted into the right iliac 
fossa. 

The peritoneum and muscle were closed 
with single No. 1 chromic catgut; the fascia 
was closed with interrupted chromic, and the 
skin with plain catgut. 

Laboratory report: Postoperative diagno¬ 
sis ; The appendix measures 1 em. in diameter 
in the distal half. There is perforation at the 
junction of the middle and distal thirds. 
Peritoneum is severely inflamed and covered 
with purulent exudate. The lumen at the per¬ 
foration contains a fecalith. 



Fig. 3 (a and 2)). Postoperative abdominal x-ray, following appendicostoniy. Ko shadow present, (Two views.) 
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Hicrosco'pw diagnosis: Acute suppurative 
appendicitis -with perforation and purulent 
peritonitis. 

Patient made an uneventful recovery. The 
Penrose drain was removed on third day and 
catheter on the seventh postoperative day. 
Discharged on October 18, 1936. Twenty- 
seven hospital days. 

Due to the fact that a hard calculus was 
felt in the appendix on removal, a second 
x-ray of the abdomen was ordered. 

X-ray report: Postoperative x-ray of ab¬ 
domen showed no evidence of calculus in 
either kidney or ureter. Previously reported 
shadow was not present at this time, the 
fecalith having been removed with the ap¬ 
pendix. (Pig. 3.) 

X-ray report of removed appendix: Re¬ 
veals calculus in lumen with an outline iden¬ 
tical to the one seen in preoperative examina¬ 
tion of the abdomen. (Fig. 2.) 



Fig. 3. X-ray of removed appendix revealing calculus 
in the lumen. Outlines are identical witli thogo of the 
calculus 03 shown in the .abdominal x-ray. 


Ill the most recent review of the litera¬ 
ture on appendiceal litluasis to which the 
author had access, Tripodi and Kruger” 
reported that only two of ten oases re¬ 
viewed were correctly diagnosed prior 
to operation, (Doivnes*, Shahan*“) botli 
by means of a flat plate of the abdomen. 
Their own case in a man 33 years old 
was diagnosed preoperatively. In an 
x-ray study of the gastrointestinal tract, 
with the barium stUl in the stomach, the 
round, opaque shadow discovered in the 
right lower quadrant was thought to be 
a gallstone in the terminal ileum. The 
six-hoiir examination revealed the ap¬ 
pendix clearly extending out to the cal¬ 
culus. Fluoroscopic examination showed 
the cecum, appendix, and calculus to be 
freely movable and the diagnosis of cal¬ 
culus in the appendix was verified at 
operation. They point out, and rightly 
so, that errors in diagnosis can be re¬ 
duced by barium studies of the intestinal 
tract and by lateral views of the abdo¬ 
men with opaque catheters in the ure¬ 
ters. However, in Mark’s case there 
were marked urinary symptoms, such ns 
pronounced dysuria, pus and blood in 
the urine, while the gastrointestinal his- 
toi-y was negative. X-ray examination 
showed two stones, apparently in the 
ureter. X-ray with ureteral catheters in¬ 
dicated that the concrements were out¬ 
side the ureter, hut moved ivith the 
ureter, and the catheter met ivith obstruc¬ 
tion as the concrements were reached. 
Transperitoneal exposure indicated cal¬ 
culi in the ureter, and a long thin ap¬ 
pendix ivith the two concrements in its 
tip, and with tip adherent to the posterior 
peritoneum immediately over the ureter, 
afforded a complete surprise to the 
operator. 

A case reported by Eastmond to the 
New York Eoentgen-Eay Society and 
mentioned by Douglas and Le Waldj^ 
is a similar case. There was a shadow 
above the third lumbar vertebral transT 
verse process in a man ing ;■ ‘ 
high on the right side. , 



pai'eiit obstruction of tlie ureter at this 
point, and a long oval shadow, with its 
longest axis A^ertical, simulated an ure¬ 
teral calculus. The appendix was found 
adherent to the ureter at this point and 
after removal of the appendix contain¬ 
ing the calculus, the ureter was entirely 
free from obstruction. 

Albert^ reported the case of a man, 
aged 43, with stinging pain in right up¬ 
per quadrant and some tenderness to 
pressure over the right kidneju The 
urine contained microscopic quantities of 
pus. There was mild generalized cystitis. 
Introduction of a catheter into the ureter 
up to the pelvis caused duplication of the 
pain. The pneumoperitoneum revealed 
calculi close to the liver. At operation, 
the appendix was found to be retrocecal, 
extending upward along the decending 
colon to a point above the kidney and 
just beneath the gall bladder. Here the 
tip turned down and contained four 
calcified fecaliths. 

Levi" reported a case in which the 
x-ray shadow suggested stone in the 
lower pole of the right kidney. Pyelog¬ 
raphy' showed it to be outside the uri¬ 
nary system. At operation a very long 
appendix was found with tip containing 
a calcium iihosphate stone attached to 
the lower pole of the right kidney. 

There was no suspicion of the coiwect 
diagnosis, says Guido,° reporting a ease 
of appendiceal calculus in which there 
was severe pain and tenderness over the 
right kidney and absence of pain in the 
right lower quadrant. Litravenous pye¬ 
lography revealed no dye in the right Idd- 
ney. The preoperative diagnosis was 
calculus of the lower third of the right 
ureter with hydronephrosis. X-ray of 
the appendix removed was identical with 
the preoperative film of the abdomen. 
Tlicre were no signs of inflammatory re¬ 
action in the appendix. 

Jackson® reported one case diagnosed 
bv x-ray examination and confirmed at 
operation and another visualized, but 


diagnosed as ureteral calculi—appendi¬ 
ceal location found at postmortem ex¬ 
amination. 

In Wells’^* case the j^atient was per¬ 
fectly well until twenty-four hours be¬ 
fore admission. An appendiceal abscess 
was obvious and drainage was instituted. 
Concretions escaped from the wound. 
After lipiodal injection into tlie sinus 
an x-ray examination revealed a calci¬ 
fied mass which was thought to be calci¬ 
fied mesenteric glands, but operation re¬ 
vealed stone in the appendix. Such ex- 
)ieriences emphasize the danger of sud¬ 
den perforation and immediate acute 
peritonitis after a period of silent, symp¬ 
tom-free growth. Some of the stones 
found in the appendix are laminated.and 
have been mistaken for gallstones. 

In the literature reviewed by the author 
there was no mention of cases of true 
appendiceal calculi in children. Textr 
books on abdominal surgery in children 
make no mention of such cases. Leaver, 
in his book on Appendicitis, noted that, 
according to Eiedel, fecal concretions 
are more common hr childrerr than in 
adults. This observatiorr relates to the 
norropaque fecalith, which occurs as com¬ 
monly as in 80 per ceirt of soirre reported 
series, while the opaque storre is rarely 
found in the appendix (orre case iir 2000), 
Brrnch and Adcock." 

SUMMARY 

True calculi of the apperrdix, opaque 
to x-ray exarrrirration, are very rare in 
contrast to the common fecalith. A case 
history of a boy, aged 11, is preserrted in 
full, together Avith brief revicAvs of cases 
reported hr the literature. 

The confusion of symptoms and of 
x-ray shadoAvs Avith those of ureteral cal¬ 
culi, and, in reported cases, AAuth renal 
calculi arrd calcified mesenteric glands, 
makes each additiorral case study arr aid 
to differential diagnosis. These case his¬ 
tories illustrate the silent groAvth of 
these stones—a silence AAdiich may be 
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broken by a sudden burst of symptoms 
calling for emergency treatment, adding 
to tlie difficulties of careful differential 
diagnosis before operation. 
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SUMARIO 

Los verdacleros calculos en el apendix, 
opacos en ol exatnen radiografico, son 
niu 3 ’’ raros en contraste con las comunes 
“piedras fecales” (“concrecioncs”)* Un 
caso historico es presentado en lo total 
en nn joven de 11 anos, junto con nna 
lijera^devista de los casos citados en la 
literatura. La confusion de sintomas y 
de las sombras radiograficas con aque- 
llas de calculos en el ureter y en casos 
citados de calculos renales y de calcifica- 
ciones en glandulas mesentericas, ana- 
den a los casos en el estudio que facilitan 
cl diagnostico diferencial. 

Estas lustorias de casos demuestran 
el crccimiento silencio de estas piedras, 
un silencio quo puede ser interrumpido 


RESUME 

Les vrais calcnls do I’appcndico, 
opaques aiix rayons-x sont raves. Ijcs 
fecalitlies sont bcanconp plus frequents. 
L’auteur rapportc on detail un cas do 
calcul do rappcndicG chez un gavqoii do 
onze ans. II faut unc revue breve des cas 
rapportes dans la littcraiuro. 11 ost fa¬ 
cile dc confondre les symplomcs ot los 
ombres dos rayon-x do ces cas avee ceux 
que presentent les calculs dc rurotero, 
les calculs du rein, los glanclos calcifiecs 
dn mcscntcrc. Cos cas so devcloppent 
silenciensoment: un silence qui pout so 
transformer sondainoment cn cas d^ir- 
gcnce. Lc diagnostiquo diffcronticl ost 
difiicile. 

HacTOButnc jraMjjji 'lepucoCpasnaro ot- 
pocTKa, iicnponnnaeMMc pciiTrcnoncKiiMii 
Ay^aKiT, Bcipe’iaioTca pe;;T:o no cpainieuiiio 
c icaAODLuin KaMmiMii. npCACTan;ieni.T; 
noxnan ncTopnn Cojreanit 0Anna;^^IlTUxeT^B* 
ro MaAfcHiiKa n oCsop nay'iiioft jinTcpaiypr.!. 
Taicoc npeACTanjienne Ka*i:Aaro nayucniraro 
cny'iaji onciit coAcflcTnycx nocTaiionice aiuJic- 
penniiaAMiaro Auanioaa lai: i:ait cjimiitomu 
n pciiTreuoacKnn xenn MO'iexo^inLix n, n 
onneannux oiy'ianx, nO’ie>rnLix KaMuefi, it 
xanafc, xeim Ka.xi.niiflfinnnponaiiiiMx jireAcu 
dpHJiccfinii ’lacxo CMcmiiDaioxcn c cnMnxoMa- 
5111 H xeiiaxiii Kasiiicft 'lepRcoOpaaiiaro ot- 
pocxKa. Sxa craxLji ir.;iAiocTpnpyex xiixiifi 
poex Dxiix KajiiteA—rninmia, Koxopan 5fo:t:cT 
(tHxi, napynieiia nncaannori iicni.iini:on 
CKMnxojfOR, xpcCyroiaefi ircsfCA-Jiciiiiaro jjc- 
Mcnna, «ixo caMo no ccCc AC^xacx Tpy;;jjori 
npaBiMLiiyio nocxaiiop.Kv Aoonepannonnaro 
Aif^»epennna.if.naro Anariioaa. 



Physical Medicine and the Rehabilitation Problem 
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R ehabilitation has been var¬ 
iously defined. The connotation 
' under consideration here is the 
restoration to health of those who have 
become physically and mentally handi¬ 
capped in war and in industry. These 
remarks will be confined to the role of 
physical medicine in this stupendous 
problem. 

Physical medicine is often referred to 
as Physical Therapy and as Physiother¬ 
apy, but there are those of us who believe 
that “Phjj-sical Medicine” is the term 
of choice for this specialty as prac¬ 
ticed by regularly qualified physicians. 
It embraces the medical use of all phys¬ 
ical agents, such as water, light, elec¬ 
tricity, massage and exercise to produce 
heat and cold, mechanical effects and 
chemical changes in tissues; also, the 
use of electricity in certain surgical and 
diagnostic procedures. Practice in this 
field requires the training and clinical 
experience of the specialist and special¬ 
ized training on the part of the technician 
Avoi’king mth him. 

The scientific background and technics 
for these procedures have been estab¬ 
lished by a long and distinguished line of 
capable workers, through whose orig¬ 
inal studies we have received important 
contributions to the healing art. 

In Woi’ld War I, the work of pioneers 
was by necessity crystallized into the 
foundation for modem jDhysical medicine 
as the basis for rehabilitation of the dis¬ 
abled. It was Tait McKenzie’s pocket 
edition, Reclaiming the Maimed, which 

* Presented nt the Fourth Internntion.al Assembly, 
held in New York, .Tune, 1P4,T. 


was used as the manual in the Recon¬ 
struction Camps organized by him in 
England, Canada and later in the United 
States to care for the returning casual¬ 
ties. It was Granger’s Physical Thera¬ 
peutics which later laid the foundation 
for the standardization of physical thera¬ 
peutic procedures, particularly in elec¬ 
trotherapy. It was the vision of the 
surgeon, William Seaman Bainbridge, 
which was responsible for the introduc¬ 
tion of physical medicine into the United 
States Navy, through his development of 
a physical therapy clinic in the U. S. 
Naval Hospital at Brookl^m, New York. 

PolloAving the last great war, thou¬ 
sands of our armed forces returned vdth 
such crippling conditions as the so-called 
“shell-shock,” amputations, peripheral 
nerve paralyses, vai'ious types of 
Avounds, some badly infected, Hactures 
of all extremities, skin diseases, burns, 
bursitis, back strain, phlebitis, arthritis 
and bone and joint injuries, Avith the 
prospect of months and years of impair¬ 
ment of fxmction or total disability. The 
problem of rehabilitation in its broadest 
sense Avas at hand. The medical heads 
of the military sei’vices recognized phys¬ 
ical medicine as a jTotent ally in the pro¬ 
digious undertaking before them. Then 
began the labor of standardizing methods 
and apparatus, and installation of equip¬ 
ment in clinics for carrying out proce¬ 
dures in physical medicine, AAdiich Avere 
defined by the Surgeon-General of the 
Army as “Physical measures, such as are 
employed under Physiotherapy, Hydro¬ 
therapy, and Mechanotherapy, active ex¬ 
ercise (indoor and outdoor) games, and 
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passive exercise in the form of massage.” 
It included manipulations and exercise in 
all forms, all electrical treatments, all 
forms of heat and cold, including hydro¬ 
therapy, all forms of radiant energy, in¬ 
cluding radium, x-ray, ultraviolet ray, 
the visible ray spectrum, etc. and occu¬ 
pational therapy. 

The late Dr. Frank B. Granger was at¬ 
tached to the ofiiee of the Surgeon-Gen¬ 
eral of the Army, and the first complete 
clinic was organized at the "Walter Reed 
General Hospital in Washington, of 
which the writer was privileged to be¬ 
come the director. 

When maximum activity was reached 
the personnel consisted of five physi¬ 
cians and eighty technicians, 90 per cent 
of whom had been well trained in mas¬ 
sage and corrective exercise. Ten thou¬ 
sand treatments per week were adminis¬ 
tered by all forms of physical therapy. 

All oases came to the clinic with diag¬ 
noses and recommendations from the 
various department chiefs who referred 
them for treatment. Findings were thor¬ 
oughly cheeked. If not in agreement, 
a conference was arranged between the 
chief of the referring department and the 
chief of the physical therapy department. 
After a common understanding was 
reached, the director of the physical ther¬ 
apy clinic prescribed the treatment, of 
which he was in complete control. 

Equipment consisted of all apparatus 
approved by the best authorities in phys¬ 
ical medicine; whirlpool baths, Sitz 
baths, Scotch douche, vibrators, infra-red 
and high wattage incandescent lamps and 
ultraviolet lamps for general and local 
application, light cabinet baths, static, 
galvanic apparatus for ion transfer and 
chemical changes in ti.ssuo, and for elec¬ 
trodiagnosis of injured nerve or muscle 
tissue, sinusoidal apparatus, of the 
motor generator type, for involuntary 
muscle exercise, high frequency ma¬ 


chines for the production of diathermy, 
desiccation and coagulation. 

A research clinic was established, 
which operated independently of the reg¬ 
ular clinic and met following regular 
hours. This was entirely voluntary and 
was made ujr of physicians from the 
physical therapy clinic and from the 
pathologic laboratory. Animal experi¬ 
ments were conducted in the field of elec¬ 
trotherapy. For this, special thermome¬ 
ters were developed by the Bureau of 
Standards. Later these were replaced by 
the more accurate thermocouples. One re¬ 
sult of these investigations was the proof 
of the production of internal tempera¬ 
ture of varying degrees by constantly 
controlled high frequency currents. 

The work of this clinic was at all times 
absorbing and challenging. There is ob¬ 
viously not the time for a thorough dis¬ 
cussion of the cases treated. To cite a 
few: 

A case of renal calculus, which had 
bloclmd the ureter and was interfering 
with kidney function, was sent to ns 
after many attempts to change the direc¬ 
tion of the calculus with no satisfactory 
results. Treatment by diathermy and 
galvanism was instituted. It took three 
treatments to complete the passage of the 
calculus into the bladder. This was ac¬ 
complished after the G. H. Department 
had stated that two months would be con¬ 
sidered a conservative estimate of the 
time required. Progress was checked with 
x-ray. 

A boy was sent to the clinic who had 
had an accident to the lower leg, with 
fracture of the tibia and paralysis of the 
anterior tibial nerve with foot drop. 
Treatment consisted of straight gal¬ 
vanism with chlorine ionization, dia¬ 
thermy and massage. The coraiiion wn 
extremely painful ' 

physical therapy 
who had reft, 

fracture dui! -. 
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cliarge of tlie loatient, as in his opinion no 
progress was being made. We were not 
in agreement as to the progress. In con¬ 
ference with the chief of the surgical 
department, it was decided that we 
should keep the boy for a further period, 
inasmuch as it was learned that there 
was no physician near his home town 
who could give proper treatment for this 
condition. As a result, in four more 
weeks, he was returned to his home with 
a comfortable and useful leg, ready to 
take up his usual occupation. 

We received a victim of mustard gas, 
whose face was a mass of pulp, unrecog¬ 
nizable. The diagnosis was mustai'd 
burns. Ultraviolet was used, followed by 
chlorine ion transfer by means of the 
galvanic current followed by very light 
massage. Massage was gradually in¬ 
creased to maximum tolerance. The cir¬ 
culation was gradually restored. After 
six weeks maximum recovery was 
reached with a good result. 

An interesting case was that of a 
young man who developed empyema 
following pneumonia. A discharging 
sinus of considerable depth was pres¬ 
ent. This had undergone treatment with 
vai'ious irrigations and hot water bot¬ 
tles. When no change in the condition 
was noted, he was sent to the depax't- 
ment of physical therapy for observa¬ 
tion and treatment. For purposes of 
exploration we used a very small elec¬ 
tric bulb attached to an insulated wive 
which was passed through a small rubber 
tube to the base of the sinus. The view 
obtained showed a deposit of lymphoid 
tissue at the base. We then removed the 
lamp and passed a similar wire to the 
lesion by means of which we desiccated 
the diseased tissue, destroying it. Entire 
recovery took place after the third treat¬ 
ment. 

By similar methods a large percentage 
of tlie maimed and diseased soldiers wei-e 
returned to useful and profitable employ¬ 


ment. This may all be summed up in a 
statement by Ur. M. W. Ireland, Sur¬ 
geon-General of the U. S. Army at that 
time, when he said that “The use of the 
various measures' of Physical Therapy 
has made possible the return of disabled 
soldiers to their occupations of civil life, 
who without the help of these measures 
would have remained permanent hope¬ 
less cripples and invalids.” 

With the successful results of physical 
medicine in the rehabilitation program of 
this period, it is difficult to understand 
why organized medicine has neglected 
this field in the intervening years. This 
has been ixarticularly true of the civilian 
hospitals and medical schools in the 
United States, except in a few sections 
of the country. This neglect or indif¬ 
ference is accountable for the present 
scarcity of trained physicians, and tech¬ 
nicians in this field. The Army, Navy 
and Veterans’ Administration have main¬ 
tained Phj^sical Therapy Departments 
under able leadership. However, as the 
problem of rehabilitation broadens, the 
lack of trained men in the field will be in 
evidence. Pew of the physicians recruited 
into the service from civilian life have 
received any previous training in phys¬ 
ical medicine. Intensive coui’ses are be¬ 
ing given at the Ma3m Clinic, Columbia 
University, and at other centers, but it is 
going to be difficult to cope with the need 
for trained physicians and technicians. 

The conditions of totalitarian warfare 
are vastly different from those of twenty- 
five years ago, but we still shall have es¬ 
sentially the same general iDroblems to 
combat in the rehabilitation of the casu¬ 
alties of this war; grossly wounded men'' 
with tissue loss or damage, fractures, 
and deformities, osteomyelitis, nerve loss 
or injury and the results of bums requir¬ 
ing extensive convalescence or reparative 
and reconstructive surgery. Due to the 
rigors of modern warfare, the dimout re¬ 
quirements, and other privations in the 
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remote reaelies of the earth, many of the 
casualties, hiclucling prisoners of war, 
will 1)0 oases of neuroses and psychoses. 
In all of these cases, phy.sical therapy in 
some form is indicated. 

The military forces are aware of tliese 
facts and manuals covering regulations 
for such procedures are in use. In the 
hospitals with these services are well 
equipped departments of physical medi¬ 
cine, and plans are in the making for the 
enlargement of these to accommodate the 
diseased and wounded. 

A typical modern clinic of the United 
States Army is that of the Lovell Gen¬ 
eral Hospital, in Ayer, hlassachusetts, 
where a well qualified spoolalist in phys¬ 
ical medicine, a first lieutenant in the 
medical corps, is in charge. The set-up 
is similar to modern oUnics in the civilian 
hospitals. The main treatment room (ap¬ 
proximately soft. X 15ft.) is adjoined 
by the hydrotherapy and occupational 
therapy suites. Tjqios of injuries seen 
are largely, at present, maohiuo guu bul¬ 
lets, 88 millimeter aud 20 millimeter shell 
wounds, many hums and accidents from 
airplane and automobile, many fractures 
of all extrcmitie.s, and many accidental 
gunshot wounds. 

Treatment consists largely of some 
form of heat—radiant heat and whirl¬ 
pool. Massage is usually limited to 
effienrnge. Electric stimulation with the 
galvanic interrupted current is used, but 
most reliance is placed upon exercise. 
There is a great deal more of passive, 
J.C., stretching, motion than is ordinarily 
used in cirii practice. To hasten reliahili- 
tation, much dependence is placed upon 
Oocnpational Therapy: the printing 
press to stimulate activity in the upper 
extremities; hieyelo jig-saw and sanders 
for the lower extremities, and all fonns 
of carpentry are used. Cabinet light 
baths are given for arthritic conditions. 
Fever therapy is often combined with 


chemicals for the treatment of drug- 
resistant gonorrhea. 

Equipment is all of the very latest ' 
manufacture in all departments. The 
only equipment not universally found 
which conid be of further value is short 
and long wave diathermy. These arc in-' 
stalled in the older Array hospitals. Or¬ 
ganization of Physical Therapy in the 
Araiy is much like that in civil hospitals. 
In most hospitals, a medical officer is in 
complete control of the treatment in his 
department. Patients are checked ap¬ 
proximately at two-week interv'als. If 
no progress is noted after four weeks, a 
recommendation is made to the referring 
surgeon to discontinue the treatment en¬ 
tirely. 

In the large United States Naval Hos¬ 
pitals, like the one at Great Lakes, Illi¬ 
nois, thoroughly equipped physical ther¬ 
apy units are maintained, under adequate 
medical supervision and trained person¬ 
nel. The medical officer is usually in 
charge of both the physical therapy and 
the x-ray departments. Short wave dia¬ 
thermy is used a great deal in the Navy to' 
treat inflammations and traumatic condi¬ 
tions involving bones, joints, bursae, 
muscles and tendons, affiich are fre¬ 
quently injured through the nature of 
that seiwice and its activities. Desicca¬ 
tion and coagulation of all varrnoae on 
all parts of the body except the palms of 
the hands aud the soles of the feet are ' 
done in the physical therapy department. 
War casualties thus far have consisted of 
late results from burns, nerve injury, 
fractures, shrapnel wounds and neuroses. 
By using physical therapy the men arc 
improved and returned to duty more 
rapidly. 

The Veterans’ Administration under 
General Hines and under the medical 
direction of Dr. Charles W. Griffith, have 
maintained high .standards in physical 
medicine and well 1 , c!i 
oughlycqnipp ’ 
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are found in the ninety-one hospitals and 
three regional offices throughout the coun¬ 
try. In each hospital aiDpropriate facili¬ 
ties for iffij^sical medicine are available 
and are planned for in accordance with 
the specialty treated in the particular 
hospital. 

In England, as part of the rehabilita¬ 
tion program, all Emergency Medical 
Service IIosiDitals of 300 beds or over 
are required to maintain physiotherapy 
departments. The orthopedic centers 
have been enlarged by temporarj'- quar¬ 
ters to iDrovide adequate facilities for the 
great volume of casualties on the civilian 
front requiring physical medicine, in¬ 
cluding remedial gymnastics and occu¬ 
pational therapy. There are rooms for 
crafts and outdoor space for football, 
cricket, temiis and golf. Hospital gar¬ 
dens also function as remedial agents. 
Many large hospitals are provided vith 
physical training instructors. As soon 
as the convalescent is capable of doing 
so, he joins one of the carefully graded 
groups for physical exercise. An “Oi’- 
■ganizer” keeps the patient’s therapeutic 
timetable. Medical supervision is con¬ 
sidered essential to complete the effi¬ 
ciency of a rehabilitation dei^artment 
and to insure correct applicatiozi of all 
methods of physical agents and the 
proper balance between activity and rest. 

Reporting on the present activity in re¬ 
habilitation in England, Sir Eobert Stan¬ 
ton "Woods, member of the Committee on 
Eehabilitation of the Emergency Medical 
Service, makes an important observation 
in his plea for early treatment by phys¬ 
ical medicine. “With the extension of 
modern rehabilitation facilities came the 
widespread realization that iphysical 
measures for restoring function—^mas¬ 
sage, electrical stimulation, remedial 
movement—must, to be effective, be ap¬ 
plied early, in many cases from the begin¬ 
ning of treatment. The fracture case is no 
longer merely a broken Izone to be joined 


together in good alignment, but a bone 
clothed in muscles, whose blood and 
nerve supply must be maintained 
throughout in the face of enforced im¬ 
mobilization, and in which healing must 
keep j)ace with tlie bony union. Massage, 
electrotherapy, assisted movement, af¬ 
ford very necessary and very effective 
means for maintaining the ebb and flow 
of blood and lymph in a muscle which 
must not or cannot be moved by the pa¬ 
tient himself.” Further, as regards the 
value of active movement, “As soon as - 
the patient can move the injured part 
with safety, such jzurely local and pas¬ 
sive measures of restoration may in the 
majority of cases be abandoned in favor 
of active therapy, since the muscle stimu¬ 
lus most potent for good is the one com¬ 
ing from the central nervous system. 
These nutrient fluids bathing the injured 
area must possess certain biochemical 
pi'operties if optimum healing is to occur. 
The health and general muscle tone of 
the patient have to be considered, the 
scope of rehabilitation is widened still 
further to include dietetics and general 
exercise. "We are no longer dealing with 
an injury, but with an injured body. 
Once the disabled jzerson can be shown 
that he can thrown a dart or kick a foot¬ 
ball, or hammer a nail, or wmrk a loom 
almost as wmll as the next patient and 
better than he, himself, did yesterday, 
he is on the road to recovery, mental and 
physical. Now we are no longer dealing 
with an injured body, but with an injured 
person, body, mind and spirit.” 

Total war calls for total rehabilitation 
in all sizheres, insofar as this is humanly 
possible of accomplishment. The concept 
of physical medicine, its basic procedures 
and scojze have not been essentially al¬ 
tered since the earlier wmr, when the 
component parts of physical medicine 
were welded together for their greatest 
use in our first vast rehabilitation pro¬ 
gram. 
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Diu'ing tho past tweaty-tive years, re¬ 
search and development have brought 
further refinements in equipment and 
greater knowledge of the scientific prin¬ 
ciples underlying this valuable group of 
therapeutic procedures. To the arma¬ 
mentaria of earlier days wo have added 
the so-called short wave therapy, with 
its many advantageous uses, electrically 
induced fever, of great value in cer¬ 
tain .specific conditions, electrically 
induced slioek, which simplifies and 
standardizes the administration of shock 
therapy in psychiatric cases, refrigera¬ 
tion anesthesia, for amputations on the 
battlefield, etc., the electrocardiograph 
and the electroencephalograph for diag¬ 
nostic purposes, to mention a few. 
Studies made in our accredited scientific 
institutions have added much to this 
field, both constructively and in exact 
scientific evaluation. Advances have 
been made in the treatment of polio¬ 
myelitis by our leading ortbopodio men 
through the use of underwater therapy, 
and other physical moasui’os. Sister 
Kenny has made a considerable con¬ 
tribution through original physical ther¬ 
apeutic technic. 

The work that lies before ns in tho day.s 
ahead 4vill present many medical prob¬ 
lems difficult of solution, but total phys¬ 
ical medicine, properly directed and ad¬ 
ministered, will again wage the battle of 
rehabilitation on the home front. 

SUMSIAUY 

Physical medicine, embracing hydro¬ 
therapy, electrotherapy, raoohanotlier- 
apy, active exercise, games and passive 
exercise played an important role in 
rehabilitation of the disabled following 
the last war, and total physical medicine 
will again he a vital factor on tlie homo 
front. The importance of adequate, 
trained personnel is emphasized. The 
work of the first complete clinic at the 
Walter Reed General Hospital in Wash- 


ingtoh is described, as well as that of 
the research clinic. Work done by the 
Lovell General Hospital in Ayer, Mass., 
is typical of current practice of physical 
medicine in TJ. S. Army hospitals. 

smunio 

La fisioterapeutica, incluyendo la hi- 
dvoterapeutica, mecanoterapentiea, ejer- 
cicios activos,,inegos y ejeroicios pasivos, 
sirven ntilizahlcs reenltados cn la rchn- 
hilitacion do los dauados do la Guerra 
Enropen No. 1 y la medicinn total fisica 
servirji nenvamente como factor indis¬ 
pensable en el frentc-domestico. La im- 
portancia de nn tratamiento competente 
y adeenado os aeentuado. 

Se describe el trabajo do la prlraora 
clinica oomplcta en el Hospital General 
do Walter Reed cn Wnsbin^on, asi como 
fambien la Clinica do Inyestigacion. 

Los trabajos bcchos cn el Hospital 
General do Lovell cn Ayer, Mass., es 
ti'pico y cjeniplar. 

BESUMK 

La physiotberapie, I’bydrotborapio, 
la mccanotberapie, los joux, la gymnas- 
tique, I’exercise aotif et passif jouont 
un role d’une haute importance dans la 
rcbabilitatioii des blesses de la dorniere 
guerre. La medeeine physique totalo de 
nouveau sera un factour vital dans le 
traitement des miitiles de la guerre actii- 
clle. H importe que nous disposions d'un 
personnel snfiisamnient instrnit ct d'lin 
entratnement adequat. L’autour decrit 
les precedes employes a la clinique Walter 
Reed General Hospital of Washington. 
H nous reseigne aussi snr les reeber- 
cbes poursuh-ies a cotte clinique. Le tra- 
v.Vd qui se fait au Lovell General Hos¬ 
pital a Ayer, Mass., raerite ime profonde 
consideration. 

Bueogu 

OnsasecKaa tco- • 

pacBio, nexaiiu i'. 

nemm, iirpu it 
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nrpajin saHCHyio poJit b pea6njniTaii,ini hh- 
najin^OB noc-iie npomjiofi BofinBi, n xenept 
onHTB ^nsnaecKaa Me/i;ni],iiHa c/i;ejiaeTCJi 
$aKTOpoM nepEocxeneHHOfi Baacnocxii iia 
^^OMamneM ^ponxe. Asxop no^aepKHBaex 
BaJKHocxB KOJinexeHXHaro xpcHupoBaHnaro 


nepconajia. Onncana padoxa nepBOit noa- 
Hoft loxnanKU npii Bajixep Pii/i; Tocnnxaa b 
BamiiHrxoHe, a xaKJKe padoxa b pasatix 
Ha)”iHo-iiccjieAOBaxejii.i.ix Miiinncax. Tn- 
nuanofi aBjiaexca padoxa BtinojineiiHaa b 
Lovell General Hospital in Ayer, Mass. 


GUILLAUME DUPUVTREN 


('Coutiiuicd from page SSO) 

weiglied liis defects, Dupuytren lias come 
domi as one of France’s most illustrious 
surgeons. His contribution to surgical 
armamentaria included an enterotome, 
a double-bladed bistoury, a cataract 
needle, compressor and ligature carrier. 

Dupuytren classified burns, described 
ecbinocoecus cysts of tlie bone, senile 
gangrene, traumatic aneurysm and vari¬ 
cose aneurysms. He v’-as tlie first French 
surgeon to ligate the larger arteries. He 
described fractures and gave his name 
to the contraction of the palmar fascia, 
loioAvn as Dupuytren’s contraction, and 


to fracture of the lower end of the fibula. 
He devised an operation for resection 
of the lower jaw and an effective opera¬ 
tion for ingrown toenails. 

Dupuytren did little writmg, but his 
lectures Avere published by de Boisnient 
and ]\Iark, his pupils, in the Lecons 
Orales de Clinique Chirurgical Faifes a 
VHotel Dieu de Farw, in four volumes, 
1830 and 1834. The Avork Avas translated 
into several languages. His memoirs 
On Injuries and Diseases of the Bones 
Avere translated and reprinted by the 
Sydenham Society. 
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Editorials 


Taking Stock of Ourselves 


The Iiiterjiational College of Surgeons, 
from its inception, chose for itself a high 
and exacting role—to shun and discour¬ 
age “surgical isolationism," and to 
create, cultivate, and amalgamate a 
world-wide surgical democracy. These 
are the purposes, paramount in the 
minds of the founders of the College in 
those years just before the Avorld dis¬ 
solved in the chaos of war. 

As events move headlong toward the 
day when, it appears, mankind is to have 
another momentary chance to bring order 
out of that cliaos, it is well to remember 
those purposes. Thei'e is challenge in 
them. We propose to accept that chal¬ 
lenge. 

The trend of today’s host thought is 
to regard the organization of a stable 
peace as much more complex than it 
seemed to thinkers of other generations 
than ours. An international political 
system iv'ill not of itself create a durable 
peace, we arc reminded again and again. 
There must also he means and machin¬ 
ery devised and perfected whereby men 
may work together across national 
houndai’y linos to solve the economic and 
social and cultural and scientific prob¬ 
lems which can never again he consid¬ 
ered soluble except on a world-wide 
basis. 

In this infinitely complex effort to bind 
a world into unity and harmony, the in¬ 
ter-national brotherhoods of professional 
men should he prepared to lead new 
protagonists of good will tomorrow. It 
is a hopeful thing that there are many 
fine and well-established societies of 
surgeons. Our aims are to cultivate fel¬ 


lowship across national boundaries and 
to give, through our practices and poli¬ 
cies, substance and reality to the propo¬ 
sition that the science of healing knows 
no limits of language or race or creed. 
In each international surgical society 
worthy of its name, that thought should 
be u]>pcrmost in the luinds of its leaders 
and be translated in the future into deeds 
and not words. 

For us, the Litornational College of 
Surgeons, thought about the post-war 
years should focus with sharp clar-ity 
upon our own endeavors. Now is the 
time for honest evaluation of tlie record. 
Now is the time to resolve that our Col¬ 
lege shall acquit itself with honor in its 
chosen I'ole of democratic and inclusive 
fellowship. 

Tenets and codes of the International 
College of Surgeons are characterized 
by simplicity. Take, for example, those 
two familiar sentences from our Con¬ 
stitution and By-Laws: Article I, Sec¬ 
tion 5: 

“It (the College) is decidedly 
against Arbitrary Eestrietion of 
Iforit and is free of prejudice. It 
will recognize the Surgeon and his 
accomplishments, and will not be in- ■ 
fiueneed by his financial, political, 
or other irrelevant status.” 

Shmdd not that principle be written 
into the credo of every self-respecting 
surgeon and evei-j- great organization of 
surgeonst 
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wortJiy of his calling, that the sanctity 
and iiiirity of our calling can be main¬ 
tained only bj’' the elimination of all self¬ 
ish motives? 

Of course it is! 

There is much merit in the princii^le 
enunciated. We are prineiiDally con¬ 
cerned with the extent to which we strive, 
in our o^vn fellowship, to make that prin¬ 
ciple a living reality. 

Let it be clearly understood that the 
International College of Surgeons, like 
every other worth-Avhile surgical asso¬ 
ciation, is concerned vdtli and committed 
to the develoiDinent of a “surgical elite.” 
The quoted Article of our Constitution 
and By-Lav^s becomes significant as ive 
think of it as a kej'- to the concept of 
"eliteness” which is basic in our organi¬ 
zation. 

There has been altogether too much 
loose talk about a “surgical elite.” Wliat 
then is it in the dictionary of our Inter¬ 
national College of Surgeons? "iWiat do 
Ave mean by this “crhne de la creme” 
AA’’hieh rises, and should rise, to the top 
of -professional honor and distinction? 
Is it composed of those self-appointed 
men who, by virtue of inherited, pur¬ 
chased and hymeneal opportunities 
have secured position, ribbons, distinc¬ 
tions and diplomas? 

Eichard Eumbold once remai’ked that 
he never could believe that Providence 
had sent a fcAV men into the Avorld ready 
booted and spurred to ride, and multi¬ 
tudes saddled and bridled to he ridden. 
The founders of the International Col¬ 
lege of Surgeons shared his skepticism 
and Avrote it into the tenets of the young 
organization that the right to ride high 
in public acclaim is a right to be Avon 
through patience and devotion. 

The “surgical elite” to AAhom it Avill 
ahvays be the joy of our College to pay 
homage are those men Avho haA-e devoted 
their lives to the cause of surgical pi’og- 
ress because they AAushed to seiwe, in 


spile of obstacles, hardshiijs and Aucis- 
situdes. They are the men aa^Iio have 
brought natural skills to perfection 
through laborious Avork, AAho have held 
to the ideals of their profession A\dth 
complete selflessness, Avho have been 
Avilling to reach out a hand to help those 
struggling toAvard the competence and 
sureness AAhich they liaAm gained. 

Such an “elite” can never be a closed 
and self-protecting clique or coterie. To 
it, potentially belongs that young surgi¬ 
cal iDathologist about to give up the 
stz’uggle because microscopes are so ex¬ 
pensive ; the surgeon bafiied in his effort 
to bring his gifts to full fruition because 
the clinics and lectures and courses are 
held in distant, inaccessible halls of 
learning; the capable surgeon ostracized 
and cold-shouldered in his eommunitj^ 
because his race or creed or national ori¬ 
gin makes him conspicuous and suspect. 

For great surgeons already secure in 
their position among the “elite” the test 
comes at this point. Are they ready, even 
eager, to help men like these break the 
shackles that hold them back? Or does 
fear of the potential riAml, of the young 
newcomer Avho may outdistance his peers 
if given a straight road to run, make 
them tend to Avithhold their hands ? 

The test is not unique to the leaders 
of the International College of Surgeons, 
but, because of the great izriuciples on 
Avhieh the College is founded, it is a par¬ 
ticularly crucial test. And it is important 
noAAq as never before, to ask oui’selves 
and ask our leaders hoAV far the faith has 
been kept. Has the International College 
of Surgeons liAmd up to its commitments? 

The record is a promising one for all 
to read. A cross-section of our organiza¬ 
tion discloses the fiber of our felloAA’’ship. 
Here are men closely tAAoned in univer¬ 
sity actmties, and here men shut off 
from contact A\dth centers of learning. 
Here are young men just beginning 
professional life, and here older men pa- 
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Here was a material tliat liandled easily 
and rapidly; that in time, sometimes 
mncli too soon, underwent absorption. 
The surgeon using it was not troubled 
with either the early or late removal of 
sutures. By and large, a certain percent¬ 
age of the catgut patients returned with 
incisional hernias. Some of these unto¬ 
ward results were ascribed to getting out 
of bed too soon, starting to work too early, 
etc. Later it was found that frequently 
the sutures underwent absorption in a 
phenomenally short time and before 
healing took place, that the tissues were, 
so to speak, sometimes allergic to catgut. 
A good many years ago Bohler, a sur¬ 
geon of vast experience, observed that 
when catgut was used in wound closures 
it often brought about wound infection. 
Surgeons began to look about for other 
and better materials. Babcock began his 
use of stainless steel wire. Not so long 
ago an exliaustive, comparative study 
oh sutures was undertaken bj'- the re¬ 
search department of Temple University. 
The findings as related to tissue toler¬ 
ance were about as follows: stainless 
steel Avire, cotton thread, silk, nylon, 


plastigut, catgut. Wire is rather trouble- 
some mechanically, especially to those 
unaccustomed to its use, and if placed 
immediately miderneath the skin or mu¬ 
cous membrane, may in time Avork its 
Avay through. Sillc handles easily. If 
used in the finer sizes and in interrupted 
form, it is a splendid suture material but 
may at times lead to sinus formation. 
Cotton thread handles nearly as Avell as 
silk and is excellent for use as general 
purpose suture material. 

It has been observed that cotton 
thread sutures apj)arently cause little or 
no tissue reaction and may remain in 
the skin or mucous membrane for AA^eeks 
at a time Avithout causing any inflamma¬ 
tory reaction around the suture. In the 
closing of skin wounds a good.inany sur¬ 
geons use skin clips and place inter¬ 
rupted fine cotton thread sutures in the 
intervals betAAnen the clips. The clips are 
usually removed inside of forty-eight 
hours. The sutures may remain for ten 
days or longer. This sort of arrange¬ 
ment seems to give satisfactory healing 
without irritation. 

John A: Cannaday. 


Prevention and Treatment of Experimental Renal 
Obstruction from Sulfadiazine 


A n ATTEMPT to evaluate the 
therapeutic measures usually em- 
‘ ployed in the prevention and 
treatment of renal obstruction produced 
by sulfadiazine is reported by DaAud 
Lehr^ (Department of Pharmacology, 
Ncaa’ York Medical College, PloAver and 
Fifth Avenue Hospitals). 

The investigation was made under the 
standard conditions of the animal experi- 

*Bunetin of the X'eiv York Academy of Medicine. 
.Tuly 1944, p.agc 424. 


ment, using closely bred albino rats. 
“Forcing of fluid” Avas accomplished by 
daily stomach-tube feedings of fixed 
amounts of Avater. Alkalization Avas pro¬ 
duced by adding sodium bicarbonate to 
the AA'ater. For purposes of comparison, 
tAvo sub-groups reeehmd solutions con¬ 
taining an acidifying instead of an alka¬ 
lizing salt (sodium chloride and ammon¬ 
ium chloride). After standard condi¬ 
tions had been established, sodium sulfa¬ 
diazine Avas injected repeatedly in 
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amounts wliieli were Itnown to produce 
luassive precipitation in the renal tub¬ 
ules, provided no therapy was employed. 
Throughout the experiment (three to 
nine weeks), volume, specific gravity, pH 
and drug concentration in the urine were 
recorded daily and frcqtient determina¬ 
tion of the sulfadiazine level and non¬ 
protein nitrogen content of the blood 
were also carried out. Postmortem ex¬ 
aminations were performed on all the 
animals which snccumbed during the ex¬ 
periment and also on all survivors, which 
were killed by exsangiiination. 

It was found that chronic sulfadiazine 
intoxication produces in rats the most 
significant pathologic-anatomic changes 
in the kidneys, in the aorta and other 
parts of the arterial tree and in the 
thyroid. 

The striking success of alkalization in 
combination with tlio “forcing of fluid” 
was clearly borne out by the high rate 
of survival (no deaths occurred) and the 
almost complete absence of significant 
lesions in the allcali-treafed animals. 
Neither the forcing of water alone nor 
the administration of acidifying salt so¬ 
lutions provided adequate protection. 
"Without exception, animals of the 
groups which succumbed to the sulfadi¬ 
azine intoxication revealed massive in¬ 
tratubular precipitation of sulfadiazine 
accompanied by severe tubular dilatation 
and degeneration of the kidneys. Ap¬ 
parently related to the renal damage 
was the aortic damage, which consisted 
of a necrosis of the media starting in the 
muscle fibers, followed by swelling and 
destruction of the elastic membranes 
and imbibition of the necrotic tissue with 
calcium Balt.s. In advanced eases, the 
aorta assumed a bamhoo-stick-like ap¬ 
pearance dne to tlie segmental arrange¬ 
ment of bulging calcified rings. True 
bony metaplasia developed in .some eases 
of longer standing. Tlie thyroid slio... ^ 
marked macroscopic increase in size a- 


histologically presented a picture of 
seemingly high glandular activity as pre¬ 
viously reported by MacKenzie and 
others. 

The investigation proved that in the 
animat experiment intrarenal concre¬ 
ment formation from sulfadiazine and 
its serious consequences can be pre¬ 
vented by alkalization in conjunction 
with the “forcing of fluids.” 

In the treatment of renal ohstruotioii, 
renal block was produced by intraperi- 
toneal injection of a single fatal dose of 
sodium sulfadiazine. If loft untreated, 
the animal invariably developed pro¬ 
nounced and long-lasting renal obsti'iic- 
tion from the intratnbular precipitate 
of sulfadiazine, and 80 per cent suc¬ 
cumbed after two or three days. Treat¬ 
ment consisted in stomach feedings of 
fixed amounts of water or salt solutions 
(containing either NaHCOi, NH,Cl, a 
mixture of these two, or NaCl. The fluids 
were given twice daily boglnnmg with 
the day of renal obstruction and continu¬ 
ing for at least one day or more. 

The therapeutic success achieved with 
solutions of NnCl and of the mixtm'e of 
NaHCO,i and NH.Cl was striking. These 
solutions made possible the complete re¬ 
cover)' of all rats from an otherwise 
fatal sulfadiazine intoxication, whereas 
no benefits wei-e derived from "forcing 
of fluid” alone. Scrum pH values ob¬ 
tained Horn heart blood indicated the 
presence of a severe uncompensated 
acidosis in the ammonium chloride 
group, and the development of an un¬ 
compensated alkalosis in the biearbo- 
natc-troatod animals. 

Prom these findings, the remarkable 
tlierapentio effect of a mixture of ani- 
moninra chloride and sodium bicarbonate 
in e.xaotly the same concentrations 
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will prevent dangerous clianges in tlie 
acid-base balance of the body, which are 
so readily elicited in the presence of 
renal obstruction, and will thus enable 
the increased crystalloid concentration 
to initiate a powerful and life-saving- 


diuresis {salt diuresis). This latter con¬ 
tention would also explain the therapeu¬ 
tic etfect of large doses of saline solution, 
despite the drawback of being a slightly 
acidifying agent. 

A. L. WoLBAKST. 


The Russian Army Medical Personnel on the Battlefield 


F IEECE battles against the hordes 
of fascism are being waged on the 
frontiers of the Soviet Union. Guns 
are thundering, tank and airplane motors 
are roaring, and machine guns are rat¬ 
tling on a front stretching from the Bar¬ 
ents Sea to the shores of the Danube 
and the Black Sea. 

Each day brings new reports of deeds 
of frontline heroism and valor on the 
part of Soviet airmen, artillerymen, 
tankmen, the infantry, the signal corps 
and seamen. And each day also brings 
news of the fine Avork that is being done 
by the medical personnel in rendering 
first aid, in evacuating the wounded, of 
the efficient service rendered by the net- 
Avork of hospitals AAdiich Avas SAviftly set 
up. 

NoAvhere is the doctor Amlued so highly 
as at the front. In the complex organism 
of modern armies the ambulance service 
occupies an important place. Great army 
men have ahvays paid heed, and rightly 
so, to tlie Amice of the doctor. Take, for 
example, the Eussian Field Marshal 
SuAmrov, one of the greatest soldiers in 
history (Avho, incidentally, Avas in Berlin 
in 1760 with the Eussian army which 
smashed the troops of Frederick 11). 
Suvorov attached great importance to 
medical service for his men; his orders 
regarding doctors and hospitals show 
his concern for the health of the Eussian 
soldier. 

It is the duty of the medical personnel 


of the Eed Army to see to it that eA'ery 
man and commander is strong, healthy 
and buoyant, to guarantee rapid recov¬ 
ery of the wounded and to make sure 
that wounds leaAm no after-effects or 
complications. 

Soviet army doctors have more than 
once displayed genuine heroism, skill 
and ability to work under adverse con¬ 
ditions. At Lake Hassan and at Khal- 
khin-Gol in the Far East, and in the 
snoAvs of Finland they calmly fulfilled 
their duty Avithout thought of self. Doc¬ 
tors, nurses and ambulance personnel 
shared Avith the troops the hardships 
of marches and attacks, frequently ren¬ 
dering aid to the Avounded rmder a hail 
of bullets and shrapnel. More than a 
tliousand of the medical personnel were 
decorated AAdth orders or medals for their 
Avork during the Avar against the Finnish 
Wliites. 

I have myself Avitnessed the valorous 
deeds performed by Eed Army men in 
the Finnish Avar. I saAv the might of our 
army technic in action, and I saAV the no¬ 
toriously “impregnable” fortifications 
of the Mannerheim Line collapse before 
our crushing impact. And the ambulance 
service of the Eed Army is on as high 
a level as its military technic. In the 
Finnish war, 83 per cent of the Avounded 
Avere restored to service. This is an un¬ 
precedented figure. In the great patri¬ 
otic Avar the peoples of the Soviet Union 
are noAv waging this percentage will be 
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liiglier yet. Deatli from wounds will be 
the exception. These are our aims and 
we shall achieve them. 

With the collaboration of prominent 
scientists the regulations covering the 
Bed Array ambrdanee service, its tactics 
and organization, have been revised dur¬ 
ing the past year. The present regula¬ 
tions take all the features of modern 
warfare into account: mobility, heavj’ 
fire, mechanization, etc. Frontline doc¬ 
tors now render skilled aid under the 
most diverse conditions. Moreover, the 
aid is strictly specialized. For example, 
scalp wounds are treated by neurosur¬ 
geons, jaw wounds by stomatologists. 

Ever conscious of the war danger, 
Soviet scientists have been doing much 
fruitful work of late on field surgery 
in their laboratories and institutes. Here 
are a few instances; 

The Leningrad professors P. Kupri¬ 
yanov and N. Yelansky have systema¬ 
tized the records of surgical aid to the 
wormded during the Finnish campaign 
and have made a number of interesting 
deductions relating to blood transfusion, 
the prevention of anaerobic infections, 
the treatment of wounded at various 
stages of evacuation, etc. 

Professor V. Shamov, who has studied 
a wealth of data on scalp and brain 
woimds, has recommended new methods 
of transporting the wounded men and 
has outlined methods of treatment. 

Professor S. Girgolava has worked out 
a method of preventing and combating 
frostbite. 

Professor V. Gorinevskaya, Moscow, 
and Profesor J. Janelidze, Leningrad, 
have made a thorough study of lung and 
pleural wounds. 

The Institute of Neurosurgery, which 
I head, has worked out methods of fight 
ing shock—that terrible scourge of wai 

What is more important, however, i 
the fact that thousands of medical j- 
ers have benefited by the research. 


ducted by leading scientists. One of the 
means of circulating this knowledge and 
experience was the Field Surgery Week 
held at the end of last y'ear in many 
large cities of the country. Moreover, 
thousands of doctors and nurses have 
gone through special military training. 
Soviet medical workers have gone to tlie 
front fully prepared for their difficult 
and self-sacrificing work. Most of them, 
by the way, went as volunteers, and there 
is no end to the medical workers, both 
young and old, who are volunteering. 
Those who remain in the hospitals and 
clinics in the rear are studying hard, 
preparing themselves to be able at any 
moment to replace their colleagues in 
the front lines. 

As the wars in Mongolia and Finland 
have shown, a great many wounded men 
were saved by blood transfusion timely 
carried out right on the spot at first-aid 
points and field hospitals. This has been 
made possible, thanks to patriots who 
donate their blood to save the men de¬ 
fending the country. As soon as the 
news of the enemy’s perfidious attack 
became loiown, the blood transfusion 
institutes throughout the land were lit¬ 
erally besieged by citizens offering to 
donate their blood. Women workers came 
en masse from the factories after work. 
Students, housewives, typists, actresses, 
mechanics, teachers—in short, men and 
women of all ages and professions—are 
offering their blood, which will he pre¬ 
served and sent to the front. 

In these days of supreme patriotic 
fervor, I am immensely happy to know 
that my place is with the Bed warriors 
who are destined to annihilate the fascist 
abomination. 

I have written to my son, who is serv- 
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“TMs is a serious time in tlie life of 
onr country,” I wrote Mm. “Yon and I 
are among tlie ranks of onr country’s 
defenders; yon in tke Bed Navj’- and I in 
the Bed Army, as its chief surgeon, 
“We know onr duty, the duty of pa¬ 
triots, loyal sons of the country. With 
indomitable courage be an example to 
your younger comrades. Inspire them 
with heroic enthusiasm and ardent love 


for our great land. We will show the 
world once again ivliat our Army and 
Navy can do in this hour of trial and 
we will give a worthy rebuff to the 
invaders,” 

The proud, freedom-loving Soviet peo¬ 
ple will never be brought to its knees. 

Great is our strength and withering 
our hatred for the enemy! 

Nicolai N. Burdenko, F.I.C.S. (Hon.). 


CHAPTER NEWS 


MEXICO 

BOP. HB. MABIANO VAZQUEZ, 
P.I.O.S., Begent of the Mexican 
Chapter in Neurosurgery, was 
elected Vice-President of the Mexican 
Academy of Surgery for 1944-46. Prof. 
Dr. Jose Babago, P.I.O.S,, Begent of 
Gynecology and Obstetrics of the Mexi¬ 
can Chapter, was elected Head of the 
Board of Directors of the Mexican Acad¬ 
emy of Surgery for 1944-46. 

Prof. Dr. Abelardo Mouges Lopez, 
P.I.O.S., Begent of Gastroenterology of 
the Mexican Chapter, was named Sur- 
geon-in-Chief of the National Mexican 
Bailway's. 

Prof. Dr. Gustavo Argil, P.I.C.S., 
(H.C.) Director of the Faculty of Medi¬ 
cine of the National University of Mex¬ 
ico, in a recent session of the Executive 
Council, was unanimously elected to 
serve for two years more in his import¬ 
ant office of Directoi’. This reelection 
sprang vdthout doubt from the brilliant 
career of Dr. Argil. The International 
College of Surgeons congratulates its 
distinguished Mexican colleague on this 
honor. 

PERU 

B. FRANCISCO GEAnA, vice- 
president of the International 
College of Surgeons, has recently 


been elected president of the National 
Academy of Medicine of Peru. 

HAITI 

HE HAITIAN CHAPTER of the 
International College of Surgeons 
is making itself felt as is mani¬ 
fested by the report of its recent meeting 
recorded in the Bulletin du Service d’Ey- 
gihw et d’Assistance PnUique, Prof. 
Bourand expressed his gratitude to the 
President of Haiti through his personal 
representative at the function for having 
made i^ossible the presence of the 
Haitian delegation at the Fourth Inter¬ 
national Assembly of the International 
College of Surgeons held in New York in 
June, 1943. The members returned fi'om 
the Assembly inspired, enthusiastic and 
invested with the necessary’’ authority 
for the creation of the Haitian Chapter 
of the International College of Sui'geons. 
Dr. Bourand analyzed the purpose and 
profundity of the College: “La Science 
n’a pas de patrie.” He stressed some of 
the ideals of the College and pointed out 
its international character, emphasizing 
that whoever bears its name will be well 
received wherever he goes. Dr. Bourand 
concluded his address by saying that 
since May, 1942, he and Dr. Elie Villard 
had learned of their admittance to the 
Fellowship of the College, and again ex¬ 
tolled the President’s kindness in making 
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it possible to sojourn to tbe Interna¬ 
tiona] Assembly to receive t)je diplomas 
and insignias, \v2iicli according to tbe In¬ 
ternational Constitution, must be re¬ 
ceived in person, 

A scientific program consisting of the 
follo\ving papers concluded the meeting: 


“Ovarian ConseiTation in a Case of 
Hysterectomy in Young ’Women,” by Di\ 
ilartial 35ourand; “Pyelo-Eenal Infec¬ 
tions and Nephrostomy in Haiti,” by Hr. 
C. Valme; “Technic of Intracapsular Ex¬ 
traction of Senile Cataract,” by Elie 
VUlard. 


AMENDMENTS TO THE CONSTITUTION AND BY-LAWS OF THE 
UNITED STATES CHAPTER OF THE INTERNATIONAL 
COLLEGE OF SURGEONS 


T he following amendments to the Con- 
stitvifion of tile United States Chapter 
have been made and approved by the 
International Board of Trustees: 

MEMBERSHIP 

1. The membership of the National Chapter shall 
consist of eight different classes of members, Mini¬ 
mum age aud percentage of surgery ahall be required 
as ioUo^s: 




Mj&imuni 

Percentage 



Ago 

of Surgery 

1. 



40«^ 

60?& 

Associate . 

32 

3. 

Member . 

35 


4. 

Associate Fellow ia Pathol- 



ogy, Anesthesiology, or 



Roeutgcuology . 

32 

100% 

6 . 

Follow . 

40 


C. Master . 

7. Emeritus . 

8. Patron .- 

It is further provided that Associates and Members 
aro given a five year limit in which to submit for 
reconsideration their progress for advaacemeDt in 
rank to cither Member or fall Fellowship. Failure to 
meet this educational requirement may forfeit con¬ 
tinued membership in the College. 


ENTRANCE FEES 

2. The present schedule of Entrance Fees is as 


follows; 

PEEIiOW .$100.00 

ASSOCIATE FELLOW.$100.00 

MEMBER .$100.00 

ASSOCIATE.$ 75.00 

MATRICULATE .$ 50.00 


ALL FEES ARE TO ACCOMPANV THE AFPLI- 
CATION. 

Matriculates are to forward $25.00 ^v5th tho applica¬ 
tion, and the remaining $25.00 upon being advised 
of baring qualified. 

Should any application sot meet required qualifica¬ 
tions, tbe fee will bo promptly refunded. 

ADDITIONAL FEB FOR PROMOTION 


Matriculate to Associate.$25,00 

Associate to Member. $25.00 

Member to Fellow....NONE 

ANNUAL DUES 

Matriculate and Associate.$15.00 

Member and Fellow. ...$25.00 


MEJIBERSHIP.—Fob iuformation about memberehip in the International Col- 
lege of Surgeons and other matters pertaining threto, address ilfr. JRalph E. 
QshornCy Bmincss Secrciarify The Drake, i512 Spruce Street, Phladclphia, Pa, 


NOTICE. In order to insure prompt delivery of the JOTJKNAL, those who i 
template changing or have changed their address, or those entering or leaving r 
tarj- service, please notify promptly Mr. llalpli Oshorne, E ' ■ • ^ e-er, 
Spruce St., Philadelphia 2, Pa,, of their - 'di.' ' v 























PEN PICTURES OF SOME SURGEONS RECENTLY ADMITTED 

TO FELLOWSHIP 


CONRADO ZUCKERMANN 

R. CONRADO ZUCKERMANN 
DUARTE was graduated from the 
National Universitj' Faculty of Medi- 
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Conrado Zuckermaiin. 

cine, having been awarded a gold medal for 
his scholastic attainments. His thesis on the 
“j\'Ietaholism of Carbohydi'ates” did much to 
publicize in Mexico the discoverj" of insulin 
by Banting and Best. 

Immediately following his graduation Dr. 
Zuckermann was appointed clinical assistant 
of the Faculty and Consulting Surgeon of 
the General Hospital. Named clinician in 
cancer at the Institute of Hygiene, two years 
later he published a book on cancer which 
achieved wide recognition. 

A professorship in surgical pathology at 
the Pacultj' of Jledicine followed. His “Sur¬ 
gical Pathology.’’ the result of seven years 
of work, was the croAvning achievement of 
this pei'iod of his career. However, his special¬ 
ty is surgery, and the “Surgical Studies,” 
published in 193S, introduced in Mexico the 
results of his neurosurgical studies. His 
work on “Present State of Surgery in Cere¬ 


bral Tumors,” was favorably commented on 
at the Second International Assembly of the 
International College of Surgeons. 

The outcome of Zuckermann’s many scien¬ 
tific excursions in the United States and other 
foreign countries is an entertaining volume 
“Travels of a Surgeon.” 

In 1940 Zuckermann became chief of 
the Anti-Cancer League. He founded and is 
director of the excellent new publication 
“Revista Mexicana de Cirugia, Ginecologia y 
Cancer.” 

Zuckermann published “Surgery of Con¬ 
stipation” in 1939; in 1940 appeared “Studies 
in Cancer”; at present his “White Uniform” 
is on the press. Besides he is the author of 
numerous contributions in the fields of sur¬ 
gery to surgical literature, malignancies and 
surgical gynecology. 

JAMES F. BRAILSFORD 

AMES P. BRAILSFORD, outstanding 
British radiologist, received his education 
at Birmingham University, from which 





James F. BrailsforJ. 




/CliCENTLr ELECTED FEI^LOII’S 


41 


Jip obtained Jiis 31.0. hi 1^28 and bis Ph.D. 
in 1936. A member of both the Royal College 
of PJiysiciaus and the Royal College of Snr- 
geons, Brailsford ivas awarded the Robert 
Jones Gold Medal and Prize of the British 
Orthopedic Association in 1927 and the Roent¬ 
gen Prize of the British Institute of Radiol¬ 
ogy in 1935. Ue has twice held the chair of 
Hunterian Professor at the Royal College 
of Surgeons (1934-35, 1943-44). 

Dr. Brailsford bolds the following appoint¬ 
ments: Radiological Demonstrator in Living 
Anatomy, University of Birmingham; Hon¬ 
orary Radiologist at the Royal Gi-ipples (Or¬ 
thopedic) Hospital, the Queen Elizabeth Hos¬ 
pital and the Warwickshire Orthopedic Hos¬ 
pital ; Consulting Radiologist to all municipal 
hospitals of Birmingham; the Robert Jones 
and Agnes Hunt Orthopedic Hospital; the 
Birmingham Jlental Hospitals; the Birming¬ 
ham Accident Hospital and Rehabilitation 
Center. 

AfBliatious with medical societies include: 
the British Orthopedic Association; the Royal 
Society of Medicine; the British Medical As¬ 
sociation; the British Institute of Radiology; 
and the Birmingham and 3tidland 3Iedicai 
Society, In addition to contributious to vari¬ 
ous periodicals. Dr. Brailsford is the author 
of “The Radiology of Bones and Joints,” 
Tliird Edition. 

BASIL HUGHES 
ASIL HUGHES was born at Cheshire,. 
England, the second son of the Vicar 
of Cheswardine. He was educated at 
Park House School, Reading, Eastman's 
Royal Naval Academy and Selwjm College, 
Cambridge. His medical education was ob¬ 
tained at King’s College Hospital, London, 
where lie was Senior Ilouse-Surgeon and 
House-Phj'sician in 1909 and 1910. He com¬ 
pleted his medical training in London, Vienna 
and Berlin. 

Dr. Hughes was Casualty Officer at the 
Royal Free Hospital, London, and House- 
Surgeon of the Paddington Chiidren's Hos¬ 
pital in 1911. Prom 1911-13 he was Resident 
Surgical Officer of the Royal Infirmary, Brad¬ 
ford. Dunng World War I he saw ser\'icc 
ill all posts of the medical branch and was 
awarded the D.S.O. and decorated with the 
Order of St Sava of Serbia. 


At pr^ent this- disUiigiiished Britisli .sm* 
gcon is Honorary Surgeon, Bradford Roya 
Infirmary; Honorary Consulting Surgeon 
Bradford Children’s Hospital; Senior Siir 



Basil HughM. 


geon, Bradford Municipal General Hospital. 
A Fellow-Founder of the Association of Sur¬ 
geons of Great Britain and Ireland and of 
the Surgical Union Club of Great Britain 
and Ireland, Dr. Hughes is also a member of 
the Bradford and Leeds Jlcdico-Chinirgical 
Societies. 

Contributing to medical journals, shooting, 
fanning and countrj’ pursuits fake up Dr. 
Hughes’s leisure time. He is the author of 
“War Surgery, from Firing Line to Base,’’ 

ROBERT J. McNEILL LOVE 

OBERT LOVE was horn in Plymouth, 
Devon on May 2, 1891. He was edu¬ 
cated at Taunton School and the Lon¬ 
don Hospital. In 1914 he was 4 . *’ .1 as 
a doctor and the following year 
sioned in the Royal ,^Army Med* 
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serving at Gallipoli, in India and Mesopo¬ 
tamia. 

On Ms return, Love was connected with 
the London Hospital. He became Surgeon to 
tJie Boyal Northern, Metropolitan, St. Peter’s, 
Whitechapel and Milday I\Iission Hospitals 
and Consulting Surgeon to the Epsom and 
Ewell and City of London Maternity Hospi¬ 
tals. In 1929 he was made Hunterian Pro¬ 
fessor of the Eoyal College of Surgeons. 

'Affiliations include; PeUow Eoyal Society 
of Medicine and Medico-Legal Society; Ex¬ 
aminer in Surgery, General Nursing Council. 

His publications cover the field of general 
siu-gery. A Shorter Surgery; A Short Prac¬ 
tice of Surgery and A Short Practice of Sur¬ 
gery for Nurses (both in collaboration). His 
eo 2 itributions to periodicals have been numer¬ 
ous. Some of the treatises on surgery bearing 
his name as well as that of Hamilton Bailej' 
have been received with acclaim in their home¬ 
land as well as in the United States of Amer¬ 
ica and elsewhere. 



IN MEMORIAM 

LLOYD THOIklAS SUSSEX, M.D., P.A.C.S., P.I.C.S. 

Dr. Lloyd Thomas Sussex, Fellow of the Liternational College of Sui’geons, died of 
coronary thrombosis on June 8 at Parragut, Idaho. Dr. Sussex was horn in Hope, 
North Dakota. He obtained his B.S. from the University of North Dakota and his M.D. 
from Northwestern University Medical School (1926). His internship was spent at 
Wesley Memorial Hospital, Chicago. Prom 1927-30 he did postgraduate work at the 
l\Iayo Clinic, Rochester, Minnesota. Dr. Sussex was on the staff of Kennedy Deaconess 
and Sacred Heart Hospitals from 1930-1942. He was attached to the latter hospital as 
lecturer in surgical diseases in the Nurses’ Training School. In 1942 he entered the 
Naval Medical Corps. In September of that year he was assigned to active duty in the 
Pacific, where he served eighteen months. Dr. Sussex was a member of the American 
Medical Association, the Montana State Medical Association, the Hill county Medical 
Society, the Alumni Association of the Mayo Poundation, as well as a Pellow of the 
American College of Surgeons and the International College of Surgeons. We extend 
our deepest sympathy to the family of our beloved colleague and esteemed friend. 
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BOOK KEFIEWS 


Organization of a Mrst-Aid Post are discussed. A 
valuable appendix contains additional up-to-date in¬ 
formation on chemotherapy, shock-hemorrhage syn¬ 
drome and its management, blood transfusion, frost¬ 
bite and burns, anesthesia, vascular surgery, amputa¬ 
tions, technic of bronchoscopy, abdominal wounds, the 
changing character of wounds, etc. An adequate in¬ 
dex makes this set of volumes on War Surgery not 
only handy and compact but easy to use. This re¬ 
viewer unreservedly recommends the set to students 
and-practitioners in all branches of medicine and par¬ 
ticularly to .surgeons. 

Principles and Practices of Inhalational Therapy. 

. Alvan L. Baraeh, M. D., Associate Professor of 
Clinical Medicine, Columbia College of Physicians 
and Surgeons. 315 pp., 50 iUus. $4. J. B. Lippin- 
- cott Co., Philadelphia, 1944. 

Inhalational therapy is important for all physi¬ 
cians and surgeons who have patients to care for. The 
diseases amenable to treatment by means of gases, 
positive pressure and vaporized solutions of certain 
drugs are many and varied, and a review of this im¬ 
portant subject, which includes the technics as well 
as the physiologic basis, should be of interest to every 
member of the medical profession. 

The new book by Dr. Baraeh presents a preliminarj' 
eh.'iptcr on the historical and physiologic, background 
of inhalation therapy which is followed by thirty-one 
chapters on diseases for which methods of inhalation 
therapy are indicated. The last five chapters deal 
with equipment and technic. 

The chapters on diseases follow a uniform pattern 
consisting of four sections: definition, pathologic 
physiology, inhalation therapy and bibliography. No 
attempt is made to include in the description of dis¬ 
eases the etiology, symptomatology or treatment other 
than inhalation therapy. Many of these ch.apters arc 
only one or two pages in length, but those on altitude 
sickness, pneumonia, congestive heart failure, bron¬ 
chial asthma, pulmonary emphysema and chronic pul 
monary tuberculosis are quite lengthy and compre¬ 
hensive. 

The last part of the book deals with various masks, 
tents, respirators and other forms of apparatus and 
equipment with illustrations and photographs sup¬ 
plied by the manufacturers. 

The book undoubtedly will prove to be valuable 
to all physicians and surgeons who wish to understand 
tho physiologic basis as well as the technics of in¬ 
halation therapy. 

China’s Health Problems. Szeming Sze, General Sec¬ 
retary, Chinese Medical Association and Editor. 
Chinese Sfedical Jounial. Ed. 2. 60 pp. $1. China 
Institute in America, Washington, D. C., 1943. 

Tho strong demand for a second edition of this 
interesting monograph, first prefaced by the author 
in May, 1942, was responsible for tlie appearance of 
this volume in April, 1943. The merit and success of 
file work lies in the comprehensiveness of its informa¬ 
tion on hc.alth problems and medical organization in 
China. The deep interest and sympathy which exists 
today in America toward problems of aid and relief 
for China, especially medical relief, are manifest and 
widespread. 

The author, from the very outset, draws attention 
to a possible source of confusion arising from the 
support of mission hospitals and tr.oining of medical 


personnel, hence in this book he has attempted to 
put the main problems in their perspective and to 
reach out for the “long-term problems” and the “semi¬ 
permanent ones,” transcending the immediate vicissi¬ 
tudes of the present war. 

Mr. Sze is in possession of factual knowledge and 
dependable information in eve:y detail, and ho h.as 
grouped and classified the various subjects in se¬ 
quence of basic importance and historic evolution: 

1. Scope of Cliina’s Health Problems. 

2. State Medicine. 

3. Nongovernmental Hospitals and Private Pr.ac- 

titioners. 

4. Jlealth Education. 

5. Medical Education. 

6. Medical Societies. 

7. Army Medical Service. 

8. Civilian Medical Belief. 

9. Assistance from Abroad. 

10. Medical Supplies. 

Thus, we see in this complete presentation not only 
the main and urgent problems, but a categorical con¬ 
sideration of the inherent inter-relation to he reck¬ 
oned with in the solution of what tho author calls 
“long-term problems,” while giving due attention to 
the introduction of modern demands in the exigencies 
of the present war and looking ahead in preparation 
for post-war necessities, rehabilitation, preventive 
medicine and standardization. 

In this little volume Sze has met the issues from 
every angle of the problem known and soundly pre¬ 
pares for the possibilities and probabilities in the un¬ 
folding of things to come and things to do. 

The author has cleverly adapted his monograph to 
library purposes ns well as dissemination of timely 
information. 


Surgery of Pancreatic Tumors. Ale.xander Brim- 
schwig. Professor of Surgery, University of Chi¬ 
cago. 425 pp., 123 illus., 1 col. pi. 0. V. Mosby 
Co., St. Louis, 1944. 

The monograph by Brunschwig on the Surflcnj of 
Pancreatic Tumors is most comprehensive. The his¬ 
torical data are informative and enlightening. The 
evolution of the various operations perforiued at the 
present time confirms the thought and deductions of 
those who were pioneers in this type of surgery. 
There seems to have been nothing omitted in consid¬ 
ering the symptoms, diagnosis and treatment of the 
several conditions causing jaundice. Exception may 
be taken to the statement that pain is nearly always 
present in carcinoma of the head of the pancreas, 
since the great majority have no pain at all. It must 
be admitted that every distended gall bladder is not 
caused by malignancy of the papilla of Vater or the 
pancreas. 

The illustrations are excellent, the type easily read. 
The bibliography covers a wide field pertaining to this 
particular subject. It behooves every surgeon to read 
this book, a cla.ssic in its particular field. 

War Endocrinology. James H. Hutton. 363 pp. The 
Wayside Press, Chicago, 1943. 

War Endocrinology supplies an excellent guide to 
the common endocrine problems encountered by the 
physician in private practice who lacks time or facili¬ 
ties to familiarize himself with the voluminous litera¬ 
ture on endocrinology and who sees endoerinopathics 
.as only one of his daily problems. 
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TJio facts of clinical importance are 2»rcseutcd 
to liim by tlio author in aucli tv ^\ay that he can grasp 
these facts in the biief time his daily >vorhs aUotrs 
for reading. The author's rich experiences in the 
field of endocrinology are based on facts gleaned 
from physiologic and histologic studies and experi' 
mental data. Tests and diagnostic procedures are 
thoroughly explained. Commercial endocrine prepa¬ 
rations are eraluatcd in treating Yarious endoeimo- 
pathies. The material is comprehensive, embracing 
the pituitary, thjToid, adrenals, gastro-intestinal tract, 
fem.ale and male endocrinology, essential hypertension 
and diabetes, the parathyroids, thymus and pineal 
glands, obesity and methods of study, and finally en¬ 
docrine preparations. 

The format is convenient and the book Tvell printed. 

Cataract and Anomalies of the Lens. John 6. Bel¬ 
lows, Assistant Professor of Ophthalmology, 
Northwestern University Medical School. 624 pp., 
208 illua., 4 col. pi., and numerous tables. $12. 
C. V. Mosby Co., St. Louis, 1944. 

This exhaustive compilatiou and presentation of 
cataract from the clinical standpoint is the result of 
a lifetime of research and experiment by Dr. Bel¬ 
lows. The material is not new, having been pre¬ 
sented in such works as Duke-Elder's Ophthahnology. 
The book covers a wide range of information, begin¬ 
ning with embryology and chemistry and closing with 
nn excellent chapter on senile cataract, including its 
operative and nonoperative treatment and complica¬ 
tions which arise in removing the lens. A careful 
study is made of the structure and composition of 
the crystalline lens. The lens, as well as other tissues 
of the body, undergoes a continuous metabolic process 
of nutrient absorption and waste removal. When this 
metabolism gets out of balance, opacities, failing 
vision and other optical disorders follow. The chem¬ 


istry of protein aubstauces in the Icii.s is treated at 
length in the belief that a better understanding of its 
processes might lessen the incidence of spontaneous 
cataract. Various developmental defects of the crys¬ 
talline lens, cataracts due to ultraviolet radiation and 
to trauma, and cataiacts resultmg from endocrine dys¬ 
function are discussed at length. Beinoval of the lens 
is ouo of the most delicate of surgical procedures and 
upon tl\c skill with which it is done rests the future 
of the indmdual involved. Numerous illustrations 
and charts recommend this well-presented volume t<i 
the ophthalmologist and general surgeon. 

Enjoyment of Art in America. Ecgiua Schoolman 
and Charles E. Slatkin, Introduction by George 
Harold Edgcll. pp., 740 illus. J. B. Lippincott, 
Philadelphia, 1942. 

The subtitle Survey of the Permanent Collec¬ 
tions of Painting, Sculpture, Ceramics and Decorative 
Arts in American and Canadian Museums, Being an 
Introduction to the Masterpieces of Art from Prehis¬ 
toric to Modern Times” explains the wide range of 
subject matter covered by the book, virtually the en- 
tiro field of art, .and makes it possible to readily lo¬ 
cate where choice art objects are to be found witlioiit 
loss of time or trouble. 

Profusely and excellently illustrated, niauy of the 
plates will be of great iuteiest to the surgeon-artist, 
not only for their beauty but for their anatomical con¬ 
tent. Tho role which anatomy plays in art can be 
traced as the ages pass before us. In some of those 
we cau sec how, when anatomy w'as neglected, the 
level of art fell, .and then as anatomy became a serious 
study, art revived and became a hvang entity. 

The book is dearly written and contains compre- 
bousivc notes and an inJex. To the busy medical man 
who is interested in art, this book supplies a long-felt 
want. 
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Treatment of Surgical Shock and Embolism* 

FREDERICK M. ALLEN, M.D.. F.A.C.S. 

NEW YORK. NEW YORK 


/\ PAPER of limited length can under- 
/A take no more than to summarize 
the recent changes in treatment of 
surgical shock and embolism. The un¬ 
usual distinction of the International 
College of Surgeons in preserving the 
rare privilege of medical free speech and 
publication without censorship or sup¬ 
pression furnishes an opportunity for a 
frank discussion. Practitioners have not 
ns yet received a clear general statement 
of the revolution which has occurred in 
this domain. Not infrequently, powerful 
individual and institutional interests 
oppose a change which is so radically 
subversive of established positions, but 
today many human lives depend upon 
the development and utilization of knowl¬ 
edge in this important war problem. 
Therefore, it is urgent that the plainest 
possible account of facts be submitted to 
the judgment of the medical profession. 

In introduction, primary and sec¬ 
ondary shook should be differentiated. 
Primary shook is of nervous origin, 
located in the arterioles, characterized 
by vasodilatation. Secondary shook is of 
metabolic origin, located in the capil¬ 
laries, characterized by vasoconstriction. 
Tb yjvord shock alone ordinarily signi- 
fiellmSoondary shock, because of its pre¬ 
dominant importance. Its symptoms of 
retarded circulation, hemoconoentration, 
oligemia, anoxemia and tissue anoxia 
furnish only a superficial definition, but 
at least distinguish it from primary 

•Presented at the Ninth National AssemWy, United 
States Chapter of the International College of 8ar- 
geons, Philadelphia, Oct., 1944. 


shock and establish it as a clinical t 
tit}'- in spite of variabilit}' in differe 
types and different individual cases. . 
a practical illustration of the distil 
tion, it was surprising that in meetin 
last summer in Chicago the preventi 
of hypotension by adrenaline or epl 
drine injections during spinal anesthes 
was compared with refrigeration f 
prevention of shock. Refrigeration pi 
vents not only primary shook of tl 
kind, but especially secondary shoi 
There is no nervous factor in seconda 
shock. The blocking of neiwes or of f 
spinal cord has not the slightest inf 
ence to prevent this shock. Vasoconstr 
tion being already present in seconda 
shock, vasoconstrictor drugs are not oi 
valueless but injui-ions. Spinal am 
thesia may add to the danger of shoe 
but it has no resemblance to refrigei 
tion in the prevention of shock and t 
resulting operative mortality. 

Next is the combination of theoretic 
and therapeutic misconooptious in i 
gard to the adrenal cortex, because 
the superficial resemblance between a 
renal cortical deficiency and shock. Cli 
ical and experimental proofs have final 
demonstrated that adrenal cortical o 
tract or desoxycortioostorone acetate 
worthless in shook. The few favorah 
reports seem explainable by failure i 
the authors to make sufficient allowani 
for the benefit of the salt solution a^ 
ministered with the hormone. It is on 
regrettable that uch "'-k 
wasted on a h 
long-known f 


423 



424 


svugical shock and hmbolism 


proved a generation ago tliat animals- 
can survive complete removal of the 
adrenals for a week or more. Hence, 
shock which may kill in a few hours can¬ 
not he due to adrenal deficiency. The 
argument that shock may create- an extra 
need for cortical hormone, or that an 
added supply of the hormone may help 
to overcome shock, encounters the fact 
that the superficially similar conditions 
are really opposite. The superficially 
similar escape of fluid and electrolytes 
from the blood is due to opposite direc¬ 
tions of permeability in the two condi¬ 
tions. In adrenal deficiency, fluid and 
electrolytes pass from the tissues into 
the blood and out through the urine. In 
shock, diuresis is inhibited while fluid 
and electrolytes pass from the blood into 
the tissues. Corresponding to these 
facts, my experiments gave the impres¬ 
sion that small doses of adrenal cortical 
extract are useless and large doses ag¬ 
gravate shock. 

The related theory of potassium in¬ 
toxication has also attracted an amount 
of attention which appears unfortunate 
in the light of the most rudimentary 
facts, English studies have revealed that 
the so-called crush injuries involving ex¬ 
tensive masses of muscle may sometimes 
flood the body with considerable quanti¬ 
ties of potassium. This may be viewed 
as a special complication, on a par with 
the renal intoxication in such cases, be¬ 
cause there is sufficient proof that in 
typical shock the elevation of serum 
potassium is slight or terminal and 
mostly explainable by simple hemocon- 
centration. Among the elementary facts 
which should have prevented the setting 
up of this hypothesis are the following: 
(a) According to textbooks, potassium 
kills by stopping the heart. But death in 
shock regularly occurs by apnea, while 
the heart continues beating until stopped 
by anoxia, (b) The animal, and pre¬ 
sumably the patient, in the veiy act of 


dying from shock can be restored, at 
least temporarily, by injections of saline 
solution or whole blood, but in potassium 
poisoning at such a stage nothing avails, 
(c) Potassium poisons not by absolute 
dose but by concentration. An over¬ 
whelmingly fatal injection of potassium 
becomes harmless if it is sufficiently 
diluted with a solution of a sodium salt. 
The body readily tolerates sufficient 
saline administration to relieve any 
threatening rise of blood potassium, but 
the severest shock cases are not thus 
saved.- 

Of more practical interest is the use 
of anesthetics and narcotics in shock. 
Although apathy and insensitivehess are 
characteristic of advanced shock, the 
wound which originally causes shock 
may be accompanied by such pain that 
moi’phine is given routinely, or the pa-, 
tient may need an operation under anes¬ 
thesia. On the other hand, there is 
familiar proof that shock lowers re¬ 
sistance to such drugs, and conversely, 
anesthetics or strong narcotics reduce re¬ 
sistance to shock. Furthermore, as al¬ 
ready mentioned, there is no nervous 
element in secondary shock, and blocking 
of nerve impulses does not arrest shock. 
A preponderant fact, however, is that 
exhaustion due to pain, restlessness, 
anxiety, etc., reduces x-esistance more 
than any of these drugs. Therefore the 
customary use of morphine and of anes¬ 
thetics is not only a humanitarian neces¬ 
sity, but actually assists toward recovery 
under usual conditions. Anesthetists are 
aware of the dangers, and their skilled 
selection of agents which are least detri¬ 
mental in shock cases need no., be 
discussed here. Evidently the best anes¬ 
thetic, when feasible, is refrigeration, 
which not only does not increase shock 
but helps to arrest it. Also the ad¬ 
vantages of cold for simple sedation 
should be pointed out. For example, 
burns are one of the causes of shock 
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accompanied by severe and prolonged 
pain, and their superficial location maies 
them accessible to cold treatment not 
only on the limbs but also on the trunk. 
One of the striking features is the trans¬ 
formation in appetite, spirits, strength 
and general condition when pain is con¬ 
trolled by temperature instead of by 
morphine, and only a person who has 
witnessed this contrast can appreciate 
the harm that narcotics produce along 
with their benefits. 

Omitting many surgical details which 
are established and familiar, we may 
pass now to the essential treatment of 
shock aimed at the nature of the process. 
Shodr being such a large military prob¬ 
lem, a historical landmark was the study 
of the governmental Shook Committee 
in- the first 'World War. The xmmked 
errors of their report have been pub¬ 
licized as an epoch-making achievement; 
they have been adopted in all standard 
textbooks, and the same combination of 
political, financial and academic author¬ 
ity is manifest under the present Office 
of Scientific Besearoh and Development. 
The entire findings of the Committee— 
the dominant status assigned to the 
plasma proteins and colloids in general, 
the alleged uselessness or harmfnlness 
of crystalloid solutions, the introduction 
of gum arable without proof of benefit 
or exclusion of danger, the empliasis on 
plasma colloids rather than corpuscles 
even for hemorrhage, the supposed proof 
of intoxication in shock, the doctrine of 
irreversibility, the approval of heating 
shoolced patients—evei'ything was wrong 
and turned research backward for a gen¬ 
eration. Independent investigation, after 
much difficulty and delay, has restored 
forward progress scientifically but has 
not yet succeeded in reforming treat¬ 
ment, especially in the governmental and 
military sei-vices. Advocates of central¬ 
ized planning and control should fake 
note of this example. 


To show that this sweepuig'condemna¬ 
tion is not arbitrary or personal but is 
necessary for clearing the ground of pre¬ 
vailing fallacies, it is necessary to con¬ 
sider the two theories of shock on which 
ideas of treatment are based. First, it is 
.undisputed that the experiments by 
which the Shook Committee supported 
the toxic theory were wrongly per¬ 
formed. In correcting them, Phemister, 
Blalock and their followers i-iished to 
the opposite extreme of the pure physical 
theory, which is probably equally cr^ 
roncous. It may be stated fairly that the 
weight of evidence and opinion now 
favoi-s two factors in shook, namely a 
physical factor of fluid migration and a 
chemical factor in the form of unidenti¬ 
fied tissue toxins. Rational treatment is 
then directed against either of these 
processes. 

I. CONSEEVATION OF BLOOD VOLUJIE 

Proof of the importance of the phys¬ 
ical factor is that death may undoubtedly 
be caused by depletion of blood volume 
and may sometimes bo prevented by con¬ 
servation of blood volume. The migra¬ 
tion of fluid through vessel walls which 
is characteristic of shock may bo com- 
plicafed by hemorrhage, namely an es¬ 
cape of whole blood either extcnially or 
into the tissues. Rational treatment hero 
consists in either preventing or replac¬ 
ing the fluid loss. 

Saving fluid loss. The local saving of 
fluid becomes more logical in the light 
of the recent demonstrations tliat the 
abnormal vascular permeability is lim¬ 
ited to the injured region; there is not 
an increase of capillar}’ permeability 
throughout the body as was quite widely 
taught. Therefore, oozing from large 
surfaces, especially in burns, has been 
cheeked by tannic acid and other pchi- 
sive dressings, and *'■. ]- 

recent emphasis on 
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or casts to limit swelling of mjni'ed 
limbs. There is definite proof that such 
measures may sometimes suffice to pre¬ 
vent fatal shock. On the other hand, as 
the first praise of the tannic acid cover¬ 
ing of burns was followed by its aban¬ 
donment because of detrimental local 
effects, a warning may be proper regard¬ 
ing the present enthusiasm for tight limb 
dressings. It is an inescapable phj'^sio- 
logic law that pressure is harmful to 
tissues. Even normal limbs are notori- 
ousty subject to gangrene if the swelling 
is too great or the bandaging too con¬ 
strictive; but with damaged tissues the 
increased danger of necrosis and infec¬ 
tion from the heat and pressure of dress¬ 
ings and casts is theoretically inevitable. 

, Sulfonamides and penicillin may control 
infection but not devitalization. Since 
refrigeration is so vastly superior to 
occlusive treatment for burns, it may 
prove similarly superior to pressure 
dressings for limbs; or at least it may 
be used as a supplement to reduce pain, 
swelling and other consequences. 

ReplaGement of fluid. Fluid injections 
to maintain blood volume hold the most 
important place in shock treatment. The 
benefit of saline infusions was recog¬ 
nized since their first use for Asiatic 
cholera in 1831, and they later were ex¬ 
tensively adopted for other forms of 
shock. Then came the first World War 
with its academic-governmental con¬ 
demnation of crystalloids and exaltation 
of colloids, and the most dismal record 
is the long series of ostensible confirma¬ 
tions in all the approved laboratories 
and by all the reputed authorities for 
twenty years afterward. Except for the 
monopoly of funds and facilities, ray 
work which was published in 1939 would 
not have been so limited and could have 
been finished several years earlier. The 
essential fact is that the individual re¬ 
search which with trepidation I ventured 
to place in opposition to the regimented 


doctrines backed by such vast govern¬ 
mental and institutional resources was 
confirmed by subsequent workers, and 
no one reading the most recent literature 
can doubt that the specific need of the 
organism in shock is for water and 
sodium salts, not for plasma or any 
other colloids, {Of. Katz, Priedberg and 
Asher Mylon, Winternitz and de Siito- 
Nagy;^^ Parkins et al;^“ Scott, Worth 
and BobbinsRosenthal.^®) 

Several details in the practical appli¬ 
cation of these scientific facts can now 
be considered. 

(1) Bo senthal,-® confirming my finding 
that salt solution is superior to plasma 
(even in equal volumes) for shock treat¬ 
ment, has added a new feature, namely, 
the advantage of administration by' 
mouth as far as feasible. He also dis¬ 
covered the special suitability of sodium 
lactate for this purpose, Pox“ has ap¬ 
plied this principle to the treatment of 
burns with results apparently superior 
to any ever obtained with plasma. The 
preference for sodium lactate is based 
on convenience for oral administration 
and other minor advantages, and any 
physician not having the lactate solution 
available can anticipate essentially the 
same results with simple physiologic 
saline. 

(2) Salt solution is inferior to plasma 
for hemorrhage, but even here it has far 
greater value than heretofore believed, 
and the tradition of its immediate escape 
from the vessels is false. If sufficiently 
large volumes are given, fearlessly re¬ 
placing what passes into the tissues, an 
equilibrium is reached, so that the solu¬ 
tion remains in the vessels and the circu¬ 
lating fluid volume is maintained. Thus, 
in an emergency, an acutely fatal hemor¬ 
rhage can be compensated by saline in¬ 
fusions at least temporarily, within a 
very wide range, until the most extreme 
blood loss finally reaches a limit which 
makes pulmonary edema inevitable. 
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Boseiirtial-’’ and ttie Parldns-Lockwood” 
and Ivy-Dutton" groups agree with my 
findings on this point. 

(3) The constancy of mistakes from 
the first 'World War persists not only in 
this, but also in the higher importance 
assig 2 ied to plasma jiroteins in com¬ 
parison rvith corpuscles in treating 
hemorrhage. hIcKee and co-workers'" 
have recently proved that a saline sus¬ 
pension of red cells i-s superior to plasma 
for tills purpose. The ability of salt 
solution to maintain circulating volume 
is again illustrated. 

(4) The great volumes of fluid fi'c- 
quonfly needed in shock are illustrated 
by Fox’s customary administration of 
7 to 10 liters (10 to 15 per cent of the 
body weiglit) in tlie first twenty-four 
hours of treatment for severe hurn.s. 
Obviously there are slate,s of circulatory 
weakness, cardio-rcnal-vaseukr disease 
and other complications wliicli limit or 
contraindicate .such fiuid administration 
(CoUor ct aP). Ordinarily, liowcvor, in 
shock the Kia.«,ivft (piantilie.s of salt solu¬ 
tion are beneficial and safely tolerated, 
and one important point of superiority 
over pilasrna f= tl,at the Jailor is not only 
iinavaiiabie on such a scale, but also 
would be barmful or fatal in sucii volume. 

(5) Many eases of shock, and doubt- 
less the majority in militarv service are 
complicated by hemorrhage. Tin/ ad¬ 
vantage/; of pdasma, therefore, are that 
it can be rather eai-ily preserved a$id 
transported, and it serre-c a doiilie pur¬ 
pose; it IS an inferior siiV-tiluie f»r salt 
solution m sho-k and n„ Mon.,y 
st.tnte for who’e Ui heworrJmv- 
However knefieiai ibe '..JC 

crnnmale p)a.i..-;a tre-atm'-nl 
been, it lag? 
search, which 
quantities of thA;:x 
able nurnU.' of Tri-,' v'-' 

intelligent 

massively fvg rLk/;,';.;;;'//• - 


and whole blood as tar as obtainable fo 
hemorrhage or anemia, and thus rosorv 
ing plasma tor its real uses, namely, us ; 
partial ropiacoment forhemorrlinge and i 
secondary rejilenishment of plasma pvote 
ins after largo or prolonged losses. Kvo) 
for this latter purpose plasma can proh 
ably he graiiicd only a suh.sidiary vnhir 
and writers who are fond of alnrmini 
fignrc.s of plnsnia protein lo.s.sos in hiirm 
nnd wounds may he challenged to prove 
fir.sf, that |)lasma is coniparnhle wit! 
whole lilood for treating niiemia; .second 
tliat patients ever slioiv injury fron; 
idasnia protein depletion if uuemiu is 
prevented. The innin eriticism auuiiisl 
the military sorviec.s and their seieutifii' 
advisers is that they ure tiyutiug shock 
ill this war on in iiieiplo.s tlu',! wort'up (o 
date in the foi iiiri' war. 
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animals often are enabled to survive for 
an entire extra day, they invariably die 
if the original shock was severe enough. 
These comparative results may be in¬ 
terpreted to signify that recovery is 
possible from the utmost hj’potension, 
anoxia and other secondary processes, 
but death occurs from the one factor of 
true traumatic shock which is not repro¬ 
duced in hemorrhagic shock, namely the 
toxin from wounded tissues. 

No drug or other specific antidote for 
the hyi^othetical toxin or toxins of shock 
has been discovered. Bacterial products 
may be an important contributory factor 
but can scarcely be accepted as the true 
shock poison. Hence the demonstration 
(Aub et al,'^ Dze Puh Pen,^^ Prinzmetal, 

' Freed and Kruger-®) of the remarkably 
rapid penetration and multiplication of 
microorganisms in injured tissues seems 
chiefly to emphasize the warning already 
given concerning the incubator action of 
dressings which retain heat and hinder 
circulation. There is interest in the 
painstaking studies of G-reen and Biel- 
chowslcy®'® identifying adenosine triphos¬ 
phate as at least one of the long-sought 
shock toxins. The work of these authors 
and also of Noble*® and Ungar®^ seems 
to prove the possibility of a considei’able 
degree of immunization against shock. 
Theoretically, these results strengthen 
the toxic theorj^ of shock, because an 
increased resistance against a mere cir¬ 
culatory change is less conceivable and 
becomes impossible if the claim of pas¬ 
sive protection by a specific serum is 
confirmed. Practically, these findings 
apjjly only to prevention of shock, and 
there is no present hope of curing shock 
by an antiserum. There is reason to 
believe, however, that the training of 
soldiers by rough sports will develop 
general stamina and also increase re¬ 
sistance to shock. 

The only known means of combating 
the toxic factor of existing shock is 


through temperature. The modification 
of temperature may be general or local. 

Systemic hypothermia. The rectal tem¬ 
perature in shock may be normal or 
slightly above or below normal; bat 
since the skin is usually cool the tradi¬ 
tional treatment was to warm such 
patients with blankets or artificial heat. 
The pioneer in reform seems to have 
been Temple Pay.^® Scattered clinical 
notes (Waters,®® PerryPay^®) and pre¬ 
cise laboratory studies (Elman et aV® 
Wakim and Hatch,®® Cleghorn,® Green^^) 
indicate that a cool environment and a 
moderate reduction of rectal temperature 
to perhaps 96° or 94°P. are most favor¬ 
able. The difference between the harm 
of heating and the benefit of cooling may 
amount to the difference between life 
and death in some grades of shock, but 
in the severest shock, life may be merely 
prolonged and not finally saved. It also 
is not certain whether systemic hypo¬ 
thermia acts chiefly by reduction of toxin 
formation or by favoring peripheral 
vasoconstriction and reducing the tissue 
demand for oxygen. 

Local hypothermia. The reduction of 
systemic temperature is applicable to all 
forms of shock, but is limited in degree. 
Local refrigeration is feasible only for 
limb wounds or superficial injuries (es¬ 
pecially burns) of the trunk. The more 
radical reduction of temj)erature makes 
possible a more decisive ari'est of the 
formation and absorption of tissue tox¬ 
ins. When an operation is contemplated a 
tourniquet should be applied and the limb 
chilled thoroughly to ice temperature, 
thus at once checking shock, hemorrhage, 
pain, infection and tissue devitalization. 
Such a patient is also ready for immedi¬ 
ate operation without added shock, or 
the tourniquet application can be con¬ 
tinued with safety for many hours^ if 
necessary. When no operation is antici¬ 
pated, simple refrigeration is applied 
without a tourniquet, and though the 
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eliilHii" is Idss tlioroiigh it can be eon- 
tinned indefinitely. Tlie ease and quick¬ 
ness of these procedures and tiie freedom 
to defer finished surgery recommend 
tlie method iiartionlarly for military 
emergencies with a sudden rush of bat¬ 
tle casualties. 

The testimony concerning refrigeration 
in civil surgery now appears sufficiently 
strong and unanimons to invalidate all 
excuses for the failnre to provide for it 
in the Army and Navy. Limb wounds 
and burns are extremely numerous. Ice 
is available sometime.s on land and gen¬ 
erally on ships, or refrigerating appara¬ 
tus can be had whiob is less cumbersome 
than some other equipment which is rou¬ 
tinely provided. Both feasibility and 
benefit have been demonstrated in the 
few instances whore junior medical offi¬ 
cers have managed to try the method, 
and if there are doubts ahont the use on 
the fighting fronts, at least the lack of 
adoption in hospitals to which the 
wounded are so rapidly transferred is 
inosonsable. 

"We need not revert to the lack of 
anesthetics in winter campaigns in the 
more primitive countries at the beginning 
of the war, and the suffering that might 
have been saved if the development 
of refrigeration had not been delayed. 
Eight now, the traumatic cases pub¬ 
lished by McBIvenny"' and by Mook----“ 
typify a numerous class of wounds which 
inevitably oecnr in war and winch are 
fatal without refrigeration. One appar¬ 
ent example of this class has come to 
public attention hocanso the victim was a 
newspaper reporter. According to the 
press accounts published August 22, 
1944, the jeep in which Tom Treanor was 
riding was crushed by a tank; he died 
the next moi-ning on an operating table 
in a hospital during amputation of his 
left leg. The retention of clear con¬ 
sciousness indicated shock. The at¬ 
tempted amputation indicated that his 


other injuries were not entirely hope¬ 
less. This result may be compared u-ith 
Mock’s"' cases, in which the general in¬ 
juries were equally or more severe, 
also necessitating amputation of logs, 
hut by refrigeration the operation was 
postponed for a week or two and the 
patients recovered. There is not the 
slightest valid obstacle to this procedure 
or the equipping of hospitals for it. 

The inaction, however, seems charge¬ 
able less to the military services than to 
the lack of constructive advice from the 
official Committee on Medical Ecseareh. 
Opinions may differ as to whether this 
Committee and its subcommittees dupli¬ 
cated the scandal of the dollar-a-yoar 
experts of the former war by monopoliz¬ 
ing millions of dollars of governmental 
research grants among themselves and a 
small institutional circle, or whether the 
authority and funds for the shook and 
refrigeration problems were best divided 
between heirs of the former Shook Com- 
riiittee who might suffer from brusque 
exposure of its errors, and academic 
representatives without reooi’ds of previ¬ 
ous experience or accomplishment in this 
field. I confess personal disappointment 
with, first, the hardships and delays of 
the unaided research on both saline 
therapy and refrigeration, then the years 
of refns.nl of a trial in civil practice, and 
now the years of refusal of a ti’ial in 
niilitarj’ surgery, and being excluded 
from every form of participation in the 
war effort. The one important inqniiy is 
whether or why the huge expenditures 
have purchased only a negative or minus 
contribution to this war problem. Against 
a few technical additions to work al¬ 
ready inaugurated and mapped out by 
others may be balanced the Committee’s 
failure to produce a single new idea in 
refrigeration or any other lino of shock 
therapy, and its blocldng of progress by 
not attempting to remove or actually 
encouraging prejudices, fears and blnn- 
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ders I’egarding tlie new metliods. There 
has been neither planning nor sanction 
of conclusive tests to confirm or refute 
tlie preconceived ideas which thus far 
have prevented military provisions for 
the benefits already demonstrated in 
civil surgery. Also the new reduced tem- 
]oerature treatment for the frostbitten 
limbs of sliipwrecked sailors would have 
received neither study nor trial up to 
now, if it had not been demonstrated in 
Canada and England. Our attempt to 
develop the burn treatment and other 
latent possibilities of refrigeration is 
blocked by denial of financing or coopera¬ 
tion. The usual polite reticence is not 
proper at a time when thousands in the 
military services are dying of shock and 
limb wounds and burns. If there is no 
evidence that the proposed methods can 
be helpful or even deserve a trial, I must 
stand responsible for exaggerated and 
offensive claims. But if it is finally 
proved that the methods are feasible and 
life-saving and the objections are ai’bi- 
trary and imaginary, the guilt for suffer¬ 
ing and death on such a scale cannot be 
excused by ignorance. Lacking reform 
in the policy or personnel of the narrow 
entrenched authority, the obstruction 
may be broken only by pressure of pro¬ 
fessional or public opinion. In that ease 
the prospects are for a trial under the 
discredited “conservative” auspices, in¬ 
viting failure. It is a rislvy and thankless 
duty to i)lace on record a protest against 
the maneuvers which have postponed a 
decision to this late stage of the war. 

EIUBOLISJr 

In turning to tlie subject of embolism, 

I wish only to present tentatively a few 
very brief suggestions for discussion 
and possible trial by surgeons. Diagnosis 
is not involved. Assuming embolism or 
any other complete obstruction of a 
major limb artery, the proposals are as 
follows. 


(1) 'Wliether or not heat has been used 
in attempting to establish circulation, 
complete occlusion should call to mind the 
fact that high temperature accelerates 
and low temperature retards tissue de¬ 
vitalization and necrosis. Therefore at 
the earliest possible moment, even before 
or during transportation to hospital, the 
limb should be packed in ice or otherwise 
refrigerated. Pain, shock and spreading 
thrombosis are also thus reduced. If 
necessary, a layman can do this under 
instructions by telephone, to save even a 
slight delay. 

(2) As soon as possible, a physician 
should apply a tight rubber tourniquet 
above the point of embolism or occlusion. 
The puipose is to assure thorough chill¬ 
ing, stop inadequate collateral circula¬ 
tion Avhich carries warmth and blood for 
clotting into the distal parts, prevent 
pain, shock and tissue devitalization 
more completely, arrest thrombosis in 
distal vessels and the damage to endo¬ 
thelium by adhesion of thrombi, particu¬ 
larly to halt extension of thrombosis at 
the line of the tourniquet, and to make 
the patient ready for operation witkout 
added shock or anesthesia. This method 
should greatly extend the time limits for 
embolectomy and improve the results. 

(3) After embolectomj'' or other re¬ 
pair, cooling of the limb should be con¬ 
tinued, in addition to heparin and other 
aids, in such degree and duration as may 
suit the individual need. This use of 
cold is again to inhibit thrombosis and 
protect tissues whose circulation and 
vitality may be endangered. The cold 
penetrates most effectively where the 
circulation is poorest and the tissue need 
greatest. 

(4) IVlien a case is received too late 
for embolectomy, the procedure in the 
City Hospital is to refrigerate the limb 
radically with bare ice-bags or prefer¬ 
ably with apparatus. Grossman^® has 
described this method in embolism, and 
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Mock"’ and Bowers’ in tranmntio throm¬ 
bosis. T!ie advantages are control of 
pain and shook and prevention of gan¬ 
grene and intoxication, affording a 
respite of day.s or weeks for building np 
constitutional strength, with the addi¬ 
tional hope that the inevitable amputa¬ 
tion may be at a lower level than if it 
had been performed in the immediate 
emergency. 

(5) It is a challenge to surgeons when 
damage to a limited area of a main artery 
thus necessitates sacrifice of the limb. 
Even more impressive is the fact that at 
a certain stage of embolism and other 
accidents the only irreparable damage is 
in the infinia, a restoration of circula¬ 
tion being easily possible except for re¬ 
currence of thrombosis due merely to 
roughening or loss of a small patch of 
endothelium. I venture to predict that 
surgeons will soon solve this problem. 
One of the obvious possibilities, in which 
our own plans have been blocked for 
years, has been included in the recent 
experiments of Blakoinoro, Lord and 
Stofko,” who, seemingly in ignorance of 
our published preservations of ligated 
limbs, have demonstrated the feasibility 
of amputating a dog’s leg, refrigerating 
it for twenty-four hours, and then re¬ 
storing it to its original position and 
function. They anastomosed blood ves¬ 
sels by vein-lined vitallium cannulas left 
permanently in place. A .supply of living 
refrigerated veins (“vein bank”) is sel¬ 
dom available, though the possibility 
exists that victims of partial or complete 
tranmntio amputation may be trans¬ 
ported noth their limbs refrigerated long 
distances by airplane to a surgical center 
where repairs or restoration can he made 
one to several days after the accident. 

Embolism is a far commoner event, 
and the problem of repair is simpler. 
In an exhibit with Dr. Crossman at the 
recent A.M.A. convention I illustrated a 
simple proposal for this purpose. It is 


based on the old-time cannula of Payr nr 
Crilc, with which surgeons are familiar, 
but an innovation consists in a slit per¬ 
mitting removal of the caiinuia. This 


Pifr I- A pi»*ec of tin can or other metal, mth e^gos 
smoolhet), is bout to form a sVit cannnla. 

can bo used as a device for easy anasto¬ 
mosis of blood vessels. It can also be a 
means for lining an ai-tery with a vein. 



Fig 2. One entl of a sererctl Wood vessel 1*1 drawn 
through (he cannula, cuffed bach over it and retained 
by one or two clamps. 

The arterial wall furnishes the necossaiy 
strength and the vein supplies the endo¬ 
thelium which is lacking. A saphenous 
vein can be taken from the patient liim- 
self, and though it is not as iarge as the 
femoral artery it can cany enough 
arterial blood to prevent necrosis of a 
leg, especially with the aid of refrigera¬ 
tion. The vein is nourisiied by the blood 
flowing through it, and the operator must 
avoid too much damage to the adventitia 
of the artery from which its nutrition is 
derived. Dog o.xpcrimonts carried on 
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witli Doctors Crossraaii and Armengol 
for perfecting the technic were inter¬ 
rupted by the usual lack of facilities and 
financing. The proposal is therefore 
offered to those who enjoy better oppor¬ 
tunities, with the waining that prelim¬ 
inary trials must be made at least on the 
cadaver to master the technic. Some 
failures are to be expected, but mth 
proper care no harm will result because 
the limbs in question would have to be 
sacrificed anyway. 



Fig. 3. It is then inserted into the other end of the 
severed vessel, and retained by one or tvro clamps. 
One or two lines of circnmforential suture are now 
placed by plunging in the needle each time until it 
touches metal, assuring a leak-proof intima-to-intima 
union. Thereupon the clamps are released, the cannula 
drawn back from the site of anastomosis, pried open 
and removed. 

This particular method may need to be 
improved or a better one devised, but the 
principle appears sound and useful. It is 
analogous to a skin graft, the vein seg¬ 
ment supplying endothelium for the 


artery just as a full thicicness skin graft 
supplies epithelium for a skin defect. If 
the vein wall stretches and atrophies, the 
endothelium can still persist and pro¬ 
liferate indefinitely. It also seems theo¬ 
retically possible that the slit cannula 
may sometimes be found convenient for 
anastomosis of bile ducts, ureters or 
other passages. 

SUMMARY 

Primary shock is nervous, arteriolar, 
vasodilator. Secondary shock is meta¬ 
bolic, capillary, vasoconstrictor. Eecent 
investigations of secondary shock have 
discredited the potassium intoxication 
theory and the adrenal cortical therapy. 
Although experiments in proof of the 
toxic theory were wrongly performed, 
the opposite extreme of the physical 
theory is equally erroneous. The best 
present evidence supports two coexist¬ 
ing factors: the physical factor of fluid 
migration and the chemical factor of 
toxins from injured tissues. 

The combating of the physical factor, 
by conservation of blood volume, is ac¬ 
complished by: 

(a) Preventing escape of fluid, as by 
tannic acid and other impermeable cover¬ 
ings of burns, and pressure dressings or 
casts for wounded limbs. Such measures 
are definitely life-saving in some cases. 
But as tannic acid has.been discarded 



Fig. 4. The same principle is illustrated with a c.annula provided with a handle, the 
cuETed-back vessel-end being secured fay three untied retaining sutures, which are 
clamped to the end of the handle by a single hemostat. 
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Fig- n. A vein thns prepared can be inserted into an incision in an artery for any 
distance, according to the length of the handle. A circnmferential suture line then 
establishes intima-to-intima union, after which the retaining sutures are pulled out, 
the cannnla drawn back, pried open and removed By repeating this process with the 
other end of the vein segment in an opposite direction, this portion of artery is lined 
with vein. The incision in the artery is preferably transverse, in order that the final 
closure may not narrow the lumen. 


because of injurious local effects, warn¬ 
ing is neoessaiT against the barmfnlness 
of pressure, particularly on damaged 
tissues. Eefrigerntion may be a substi¬ 
tute for pressure or may reduce tbe 
injury of pressure. 

(b) Eeplaoing lost fluid. Tbe specific 
need of the sboebed organism is not for 
plasma proteins or any other colloids but 
for water and sodium salts (Allen'; Katz, 
Priodberg and Asher*®; Mylon, Winter- 
nitz and do Siitb-Nag}"'; Parkins et aP“; 
Scott, Worth and Eobbins*'’; Bosen- 
tbaP®). Eosentbal” discovered the advan¬ 
tages of oral administration, especially 
of sodium lactate solutions. The large 
volumes often needed (too large to he 


supplied by plasma) are illustrated by 
Pos’s" administration of 7 to 10 litors 
(10 to 15 per cent of tbe body weight) 
during the first twenty-four hours of 
treatment of severe burns. Plasma is 
only superior to saline for bomorrhago, 
and even here a saline suspension of red 
cells is superior to plasma (McKeo and 
co-workers®"). The archaic treatment of 
shock by tlio military services wastes 
enormous quantifies of plasma and an 
unknown number of lives. 

For combating intoxication, no drags 
or other specifics arc known, and only 
temperature is efficacious. A cool en¬ 
vironment and slightly reduced rectal 
temperature (perhaps 90 to OP’P.) ap- 



Pig. G Biagram of artery lined with vein, ready for sature of (he transverse incision. TTere it U assumed 
permanent canniilav are used instead of the removable slit cannula. Such c? ’ van ’ ,»iaed ' 
ligation, nhieh is easier and quicker than suturing. ICon-aliaorbablc eanniilaa vlt' ' '■^^v '«. 

servo this purpose, but cyperimciits hare liccn undertaken with absorb.'-* .^d 

decalcified bone, the final eJinunation of the cannula being ■' 
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tosioaoioii de potasuim y de la tera- 
peutiea adveno cortical. Aim ouando los 
experiuieiitos en jjnieba de la teoi'ia 
toxica, fueron erroiieos en su cjeoucion, 
cl exti'eiiio opuesto de la teoria fi'sica os 
igualniente crroneo. 

La mejor pnieba actual sostione dos 
foctores coe.xisteutes: el factor flsico de 
la migx'aeion de llqiiidos, y el factor 
quimieo de productos tosicos de los 
tejidos dauados. 

Combatieixdo el factor flsico por la 
coiisoi'vacion del volumeii de sangre sc 
efectua as!; (a) e\dtando el escape de 
liquidos cou veiidaje de presidn, estueo 
0 refrigeraoion do extremidades daua- 
das; (b) roeiuplazaiido los liqiiidos per- 
didos, proferableineiite por solucion 
salina o do laofato de soda. Ba.i'a tom- 
poratura o refrigoi-acion se reoomienda 
para oombatir intoxieaoidn, En embo- 
lisnio eompleto, la refrigeraeidn dobiora 
emplearse immediatameuto. Se propone, 
en lo e.xporiniBntal, forrar una arteria 
dafiada eon un segmento do vena. 

BESUlli 

Le choc priinaire cst nerveux, artcrio- 
laire et vasodilateur. Le choc socondaive 
est raetabolique, capillaive, vasocon- 
stidcteur. Les reeliei’oUes recentes ont 
iuvalide la theorie d’intoxioatiou potas- 
siquo et de therapie oortico-adrenalc. La 
theorie toxique et la theorie physique 
sont egalement erroneos. Les meillcurcs 
donnees quo nous possedons actiiellc- 
lueul supportent deux facteurs coex- 
istants: lo faoteur physique de migration 
de finides et le factenr chiinique do 
toxines prorenant dcs tissns loses. Pour 
combattre le faoteur physique on es- 
sayera do conserver lo volume sanguin 
en empi'chant: (a) reehappement des 


finides, et en ayant reoours a des panse- 
ments coinpressifs, bandages, attelles 
platrees, lotions refrigerantes; (b) rem- 
placemout des fluides perdus preferable- 
nient par des solutions salines ou de 
lactate de sodhun. 

L’autenr reooinmande les temperatures 
basses et la refrigeration pour combattre 
rintoxication. Dans I’embolisme eomplet, 
la refrigeration preooce doit etre em¬ 
ployee. L’anteur propose la doublure 
d’uuc nrtere lesec par un segment de 
reine. 

BacoaM 

ncpnii'inufl moK sro nioK neponutt, ap- 
Tepiio.mpBHjt )i cocyAopacmnpnrejri.ijMfl. 
Bropa'iiiufi aiox aio tsk ueraCoJiasecKitfl, 
Kann.x.iapjiufl ir cocy.rocoKpaT»Tejir,a£.ifl. 
riocaefliiiifl ncc.TeaoBaiiiia aiopiiinaro nioua 
onpoaepraiOT reopmo BuioKciiKaniin i.-aanew 
a laKwe n repaniiio aapeaa imoft Kopoft. 
XoTfl onuTU uanpaa.iciiue K aOKa3aTe,iacTBy 
■TTOft .xiiMiiaecKoft Tcopnit 6r.uii npoii3Be,;xe' 
HU nenpaBiui.no, Ece ace npafine npoTUBO- 
noaoacnaa, nncTO ^nsn’iccKaa, Tcopna laa- 
ace omnSosna. Jlynmiui coBpeJteiinua no- 
K-asanna noMepsutBaioT cymeciBoBanBe 
aayx o 4 Hoi)peMenHi.ix iJiaKropon; (Ijiisiise- 
CKiifl tliai.-rop, cocToamiitf 115 nepeneipenna 
nciwKoCTii, n xminsccKnH ifaKiop, nponane- 
aeimufi ToiicnnaMiT ot noBpea.'Aennu.x xna- 
nefl. 

ibnsnnecKiia ^aicTop npeo.Xo.ieBaeTcir co- 
xpanenneM Kponenoro oC’esia nocxpe/xcTBOir;' 

(a) npeaorBpainettna noxepii :i:HAKQCiei!, 
caaB.xnBaiomnnn nepeBjianasm, riincon n 
aanopaxcuoanncM panennux xoiieBnocxea; 

(b) coaMeiucnnx noxepannoU mruKoexn, 
npeano'iKxc.xi.no, coaB 2 iw.n pacxnopon lun 
p.acxBopou Mo.xo'ino-xncaaro naxpa. 

A-xa npeAOXpaneiiioi nHTOKcni;an.nir pe- 
uoneiuycxcB nemnacenne xe.nnepaTypu luu 
JaMOpaiKiiBanne. B c.7y'iae noanaro anCo- 
.inana 3a.Mopan;nBanne ao.ia:no Cuxi, npo- 
iiaBeAeno neneaaenno. Kax onur, npe,r.xa- 
raexca Bucxn.iKa panennoft apxepnir bc- 
noanijM cernenxoM. 



Ulcerative Leiomyoma of the Stomach'^' 

MOSES BEHREND, M.D., F.A.C.S., F.I.C.S.** 
PHILADELPHIA, PENNSYLVANIA 


ACCORDING to a review of the liter- 
ature, leiomyoma is a universal 
disease in that it affects auy organ 
and any part of the body. Leiomyoma of 
the eyes, ears, skin, lungs, heart, liver, 
stomach and intestinal tract has been 
reported. Leiomyoma of the gastro-in- 
testinal tract is generally considered, 
however, by most surgeons, as a not so 
frequent affection. 

Depending on the location of this dis¬ 
ease, the symptoms and manifestations 
are somewhat different. Certain clinics 
have reported several cases over a period 
of years, while in others the disease has 
been rather sparse; but the accumulated 
evidence of all the eases recorded, affect¬ 
ing all parts of the body, comprises a 
sizeable group. Li the past seventy-nine 
years, in the Jewish Hospital, for in¬ 
stance, only two cases of leiomyoma of 
the stomach have been operated on. In 
1929, when the “Diagnostic Standard 
Nomenclatux'e of Disease” was started, 
the only eases recorded are those just 
mentioned above. In the Mt. Sinai Hos¬ 
pital, only one ease has been operated on 
in the past twenty-three years and that 
affected the jejunum. A careful search 
of the autopsy records in this hospital, 
for the past forty-four years, also reveals 
the fact that leiomyoma of the stomach 
was never eneountered.+ (Fig. 1.) 

The two cases recorded in the Jewish 
Hospital wore operated on by mo. 

'r’rr?i‘i:tci] at the Ninth National Asscmblr, L'niteJ 
StrttO'^ Cii.apter of the International College of Sur- 
Pliila'lelfihia. Oet.. 1044. 

“Sorvioe;; of .and Mount Sinai Hospitals. 


CASE REPORTS 

Case 1. J. F. R., aged 54, admitted to tlie 
hospital on 5/14/37. Patient was in good 
liealtli until two days before admission, when 



Fig. 1. Leiomyosarcoma of jejunum. Note the in¬ 
vasion of the tumor in the edematous thickened spinsa. 
This represents the only case ever operated on in the 
Mt. Sinai Hospital (Dr. E. Eliason). 


he tvas seized with moderate mid-abdominal 
pain, cramplike in nature. The pain seemed 
to get graduallj' worse. Enemas were inef¬ 
fectual. The pain persisted the following da.v 
when he vomited a greenish material. He was 
given a liquid diet following the onset of 
pain. He took two ounces of castor-oil whieli 
gave him bowel movements of “black ma¬ 
terial.” Pain was more constant and severe 
on day of admission, accompanied by vomiting. 
Vomitus was blood stained. He had a pro¬ 
ductive cough. No history of previous gastro¬ 
intestinal symptoms. His general health iiad 

till the past ten years in the Jewish Hospital, out of 
110,000 admissions and 3500 post mortems, 2 cases of 
leiomyos.arcoma of the stomach were recorded. In the 
Mt. Sinai Hospitals there were 84,000 admi.ssion.s and 
1000 post mortems in ten years out of which one case 
of leiomyosarcoma of the jejunum has been recorded. 
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been good, but for tlie past year or so he 
noticed that lie Tvas losing -weight. He -was 
subject to frequent colds and sinus trouble. 
Appetite -was good, elimination fair and no 
urinary symptoms. In 1918 he had a left 
herniorrhaphy and in 1935 underwent an 
operation on the right side for hernia. 

Blood Pressure, Urine Examination: 
Resection, alkaline; Specific gravity, 1030; 
Albumen, plus; Sugar, 0; Ac., pins 3; 
Diac., plus; hyaline casts. W.B.C. and few 
epithelial cells. Blood Count: Hem., 92; 

4.9; W.B.G., 26,000; Neutrophiles, 86; 
Lymphocj'tes, 14. negative. 

Blood Sugar, 103. Blood Urea, 23 mg. Opera¬ 
tion was performed on 5/22/37 and the pa¬ 
tient was discharged on 6/4/37. 

X-ray report: The esophagus is normally 
patulous to liquids. The stomach is normal in 
calibre and position. Peristalsis is normal. 
There is a large filling defect in the antrum 
pylori which cannot be filled at any time dur¬ 
ing the study. 

Desenption of operation: Under spinal 
anesthesia, with tl)e patient in the Trendelen- 
berg position, an upper right rectus incision 
was made down to the peritoneum, which was 
opened and the gall bladder found to be 
normal in size and containing no stones. How¬ 
ever, an infiltrating mass was felt, extending 
a little above and below the pylorus. A Payer 
clamp was placed on the duodenum and the 
pylorus was separated. The duodenal stump 
was inverted with a purse-string suture. Two- 
tliirds of the stomach was removed by means 
of two Payer clamps and the use of the electric 
cautery. One-half of the remaining stomach 
was then closed off with linen thread. The 
jejunum was brought up and anastomosed to 
the remaining half of the stomach. There was 
some slight constriction of the anastomosis 
when completed, although the opening was 
quite free and permitted free passage of gas. 
A jejiino-jejunostomy was considered advis¬ 
able. The tumor mass was opened and found 
to contain three ulcers, one of which was 
gangrenous. The peritoneum was closed with 
No. 2 chromic catgut, muscle and fascia in 
layers and the skin with clips and .retention 
sutures. No drainage. C)pcratJo?i;,J7o/meiV'’»*- 
Pohja operation, jrjnno-jcjunosiu. 


Pathologic report: 

Macroscopic: Specimen consists of portion 
of stomach measuring 11 by 125/^ cm. The 
antrum pyloris contains a tumor mass which 
is oval in shape, measuring 5 by 4 cm. The 
tumor is intramural and it appears to involve 
the muscularis coat. The submimosa and the 
mucosa is intact with the exception of three 



Fig. 2. (Cate 1 ) Leiomyosarcoma of stomach. Note 
the tumor invading the muscle. Operation performed 
in 1037. 


small dimples, which are either beginning 
ulceration or possible contractures. 

Micmcopjc; Section of stomach shows the 
mucosa to contain a large number of gastric 
glands lined by pyramidal shaped cells. There 
is no loss of polarity. Localized areas of 
ulceration are observed in the mucosa. A 
number of lymphocytic cells are seen in the 
submucosa. The mucosa and antrum pylori 
show no neoplastic changes. The glandular 
elements are orderly and open into widely 
patent ducts. A small number of lymphocytic 
cells are present in the mucosa. The nuclei lie 
about the base of the individual cells. The 
muscularis contains a very large number of 
abnormal cells. Many of these contain bizarre 
shaped nuclei. The nuclear chromati are 
stipled. Some of the cells are multi-nucleated. 
The tumor show’s definite inva.slve properties. 
Occasional mitotic figures are seen. TJicre is 
considerable.^variation in the size and shape 
of the ' cells. A number of niielcoli 
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dilated ' 
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surface is sliglitly inflamed. The wall meas¬ 
ures 5 mm. in thickness. The mucosal rugae 
are prominent and not inflamed. One portion 
of the wall is occupied by a spherical nodule, 
measuring 31/2 cm. The mucosa overlying is 
smooth, slightly inflamed and in one portion 
there is an ulcer crater 1 cm. across and 1 cm. 
deep. The nodule does not appear to have 
perforated through the outer wall of the stom¬ 
ach. The nodule is fairly firm and cuts with 
slight resistance and appears to he a W’ell 
encapsulated mass of pale lohulated tissue. 
(Fig. 4.) 



Fig. 4. (Case 2) Specimen of stomach with the ulcera¬ 
tion shoum about the middle of the tumor. 


Microscopic: Section of tissue shows a pres¬ 
ervation of the gastric mucosa appearing in 
folds. A number of chief and parietal cells 
are observed. The muscularis and mucosa arc 
normal. Springing from the muscularis is a 
neoplasm composed of a large number of 
bundles of interlacing fibers. The nuclei are 
vesicular in shape and fairly homogenous. 
Occasional eosinophiles and mononuclear cells 
are observed. The nuclear chromatin is slip- 
pled. Occasionally a mytotic division is noted. 

(fig. 5) 

Diagnosis: Leiomyosarcoma of stomach 
(low grade malignancy). 

Siimmanj: This was a second case in eleven 
years I operated on for ulcerative leiomyoma 
of the stomach. The history here again’^was 


characteristic—a sudden devastating hemor¬ 
rhage without any previous history of a 
gastric disturbance of any kind. The patient 
was extremely obese, with one of the fattest 
great omenta ever encountered. It was so fat 
that it precluded an ante-colic anastomosis.' 
Instead, a posterior Ilofmeister-Polya opera¬ 
tion was performed. Judging from the micro¬ 
scopic report of this tumor, there is a 
possibility that the nodule felt in the liver 
was a metastatic growth. 

In a review of the literature, some in¬ 
teresting facts have been revealed. It is 
generally considered by all surgeons 
that gastric leiomyoma is a rather rare 
occurrence. !Many years may lapse be¬ 
fore a first case is encountered. Bloom 
and'Williams (quoted by Rienets®’) state 
that the patient on whom they operated 
was the first registered in the Medical 
College of Yii’ginia Hospital in the past 
fifteen years. Balfour (quoted by Kien- 



Fig. 5. (Case 2) Leioniyosnrcoma of the atoinach in¬ 
vading the submucosa. A small nodule was found in 
tlic liver. Operation in 1944. 


ets-*), in a discussion before tlie stniT 
meeting in the jlfayo Clinic, stated tlmt 
these tumors are not considered common, 
and that it was surprising to find so 
many at autopsy. He stated that a 
patient with repeated attacks of liemor- 
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TABLE 1 

LEIOMYOMA OF STOMACH 
Rcvieiv of Cases Since 1930 


NAME OF DOCTOR 

AGE OF 
PATIENT 

i 

SYMPTOMS 1 

X-RAY 

OPERATION 

PERFORMED 

BENIGN OR 
MALIGNANT 

REMARKS 

Do^-n, H. I. (1930) 

66 

Severe hemon-hage five' 
yearsbef ore admission! 
to hospital followed' 
by fainting. Dull epi¬ 
gastric distress. 

Polyp post. wall. 

Excised with the 
cautery. 

Benign 

Macroscopic examination re¬ 
vealed no ulceration on the 
intragastric portion of the 
tumor. 

Willis, R. A. (1930) 

76 

Pain in lower back. 
Lump in left upper 
quadrant. Diarrhea 
followed by constipa¬ 
tion. 


Autopsy. 

Benign 

Died suddenly with acute 
dyspnea at age of 81. Tumor 
of stomach in middle of post, 
wall attached by pedicle. 

Gomez de Rosas, N. 
(1932) 

46 

Pain in right flank. 
Chronic constipation. 
Swelling of abdomen. 
Loss of weight. 

! Tntragastrie tumor 
extending from 
fundus to pylonis. 

1 

Partial gastrec¬ 
tomy. 

Benign 

Tumor size of orange. 

Mever, R. and P. Rosi, 
(1933) 

35 

Weakness, vertigo and' 
pallor. No pain. Tarry 
stools. 

Smooth, round fill¬ 
ing defect in pars 
pylorica. i 

Sleeve resection. 

Benign 

Ulcer on top of tumor. 

Eliason, E. L. (1933) 

20 

Gastro-intestinal hem¬ 
orrhage. Pain in lower 
left quadrant. Tarry 
stools. 

1 

Duodenum large' 
and normal. No 
evidence of ab¬ 
normalities in 
small intestines. 

Resection and lat¬ 
eral anastomosis. 

Leiomyosaf- 

coma 

i 

j 

Only patient with leiomyoma 
reported in Mt. Sinai Hos¬ 
pital in 44 yrs. Recurrence of 
tumor two years 1 eter._ Lesion 
was situated in the jejunum. 

Jones, R. D. (1935) 

5S 

Epigastric pain, nausea; 
distention, diarrhea 
and melena. 

Filling defect nea'' 
pylorus. 

Tumor excised. 

Benign 

Tumor size of English walnut. 
Authors do not consider 
leiomyoma a rarity. 

Denliam, J. K. (1930) ‘ 

55 

Severe attack of mele¬ 
na. Indigestion 16 vts. 
Hemorrhage 

Large filling defect 
in pars pylorica. 

Sleeve resection. ! 

Benign 

Tumor size of orange. 

Cona-ay, J. H. (1930) 
Case yl 

41 

Gastric pain for nine 
years. Sudden hema- 
temesis. 

Defect lesser cur¬ 
vature thought to 
be ulcer. 

Diamond shaped 
section of stom- 
[ acb and post, gas- 
t troentcrostoray. 

Benign 

Gastric hemorrhage made op¬ 
eration imperative. Patient 
■well 19 months later. 

Case f 2 

44 

1 

-Anorexia. Lost 2S lbs. 
Epigastric pain 5 yrs. 
No melena or hema- 
temesis. 

Persistent filling 
; defect of antrum, 
both curves. 

Polya-Mayo re¬ 
section. 

Benign 

Tumor the size of a silver 
dollar was in the propylene 
region. Uneventful recovery. 

Lindquist, J. L. and H. 
E. Mock (1937) 

01 

Severe attack of nau- 
sea, hematemesis and 
; syncope. Indigestion 
four ycare. 

1 

■ Filling defect on, 
1 greater cunatureJ 

I 

1 

Excised by cutting 
pedicle at site of' 
attachment. 

Follow-up pe¬ 
riod planned 
in order to 
discover 
whether tu¬ 
mor was be¬ 
nign or ma¬ 
lignant. 

Tumor like a small hard rub¬ 
ber ball with cratcr-like ulcer 
on its dome. 

Mott. IV. W. 1 1!'37; 

5^ 

a v,k_s. previously epi- 
castric distre.'S foi- 
lov.o.! by t.vrry stf«l-. 

i 

; ! 

Base of tumor e.x- 
cised with an cl-l 
lipse of the pos-] 
tcrior wall of 
stomach. 

Benign 

Tumor size and shape of b.in- 
tam egg. Two half-inch snts 
on surface of tumor. 
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TABLE l^Continued 
LLIOiMVOMA OF STOMACH 
Review oC Cases Since 1930 


NAME OF DOCTOR 

AGE OF 
PATIENT 

SYMPTOMS 1 

X-RAY 

OPERATION 

PERFORMED 

BENIGN OR 
M.UJGNANT 

REMARKS 

Hsrtman. H. H. and 

40 

Attacks of mdigeslion' 

Irregularly round- 

Partial gastrec- 

■ Benign 

Large, pedunculated mass 11 

J. D. Camp (1937) 

Cabot Case 23361 
(1937) 

49 . 

six years prior to adn 
mission. 

1 

f - . • 1 

stools and loss of cen- 
■ sdousness- 

ed filling defect 
in greater curva- 
vatin’e of tower 
third of stomach. 

ncath the esoph¬ 
ageal orifice. 

tomy and poste¬ 
rior Polya ty'pe ol 
anastomosis. 

Excision of stom* 
ach ns!l with 
tumor. 

Leiomyosar¬ 

coma 

cm. in diameter. Stomach 
also contained a polyp which 
-was found to be carcino¬ 
matous 

1 cm. ulceration slightly above 
center of tumor. 

Behrend, M, (1937) 

54 

Pain two days prior to 
admission, loss of 
weight, vomited green- 
' ish material, tarry' 

1 stools. 

Filling defect in 
pylonc area. 

Hofmeister-Polya 
and jejuno-jeju- 
nostomv. 

Leiomyosar¬ 

coma 

Ulcerative type of tumor. Pa¬ 
tient has been well and at¬ 
tending to all his duties 
since operation 

Collins, F. K. and D. C 
Colling (1938) 

Case #1 

46 

Symptoms of obstriic- 
tion 

1 

Gastroenterosto¬ 
my, end to side 
]e]uno jeiunos- 
tomy. 

Benign 

Only gastric fibromymma ta re¬ 
ported m 81,000 admissions 
to Hollywood hospital. Au¬ 
thors believe leiomyoma is 
probably the most common 
of all benign gastric tumors 

Case #2 

41 

No previous gastric 
symptoms. Melena 
came on suddenly fol¬ 
lowed next day by 
hematemesis. 

1 

1 

Li^l excision of 
tiunor. 

Benign 

Only gastnc leiomyoma re¬ 
corded jn over 33,000 admis¬ 
sions to Santa Monica Kns- 
pUal. 

Sworn, D.R. and T. V.' 
Cooper (1938) 

59 

Gradual loss of weight, 
nausea, voimUng, epi¬ 
gastric pain. So kema- 

temes‘3 or wc.’ma. 

Large filling de^ 
feet lesser curva¬ 
ture. ! 

Tumor and small 
area of stomach, 
excised with dia¬ 
thermy knife. 

Benign 

j 

Tumor size of tennis ball. 

1 

Tolaod, Q. G. and W. 
P. Kroger 

49 

Symptoms favored di- 
agnoas of retroperi¬ 
toneal tumor. 

Suggested a tumor 
in region of stom¬ 
ach 

Tumor excised 
from stomach. 

1 Benign 

1 

Tumor was disclosed by peri¬ 
toneoscopy. It weighed IH 
lbs, wassiluated on the post, 
wall and was developing ex¬ 
tra-gsstrically. 

Rail, Sir Girling (1939) 

65 

Severe hematemcsis, 
melena and more ser¬ 
ious bleeding causing 
colkapsc. 

Defect along lesser 
curvature 

Partial gastrecto¬ 
my. Minified Po- 
lya-Moynihan. 

Benign 

Regarded first as an early car¬ 
cinoma but microscopic ex¬ 
amination proved it to be 
benign leiomyoma. 

Roof. C. S.(1930) 

42 

S)'mptoms resembling 
peptic ulcer. P?in two 
hours after meals re¬ 
lieved by xomiting. 
Tarry stwls and ex¬ 
treme weakness. 

, Greater corvature 
tn pars media dis- 
' pJaci*iJ anteriorly 
: and to the right 
' hy a mass. 

i 

Exdrionwithsmall 
cuff of stomach 
wall by me.ms of 
cautery. 

Benign 

Tumor the size of a grapefruit 
l>'ing between stomach, co¬ 
lon, spleen and diaphragm, 
attached to stomach by small 
pediefe. 

Edn’srds, 11. and E. E. 
Lenas (1910) 

Case 

70 

Pain after tneaU for ]» 
mo3 followed by tar- 
rv stooN. 

Oval rarefaction 
i in upper part ofi 
body of stomach.! 

Slecix; resection 

Benign 

Large polypoid mushroom- 
likcmassmthe fundus of the 
stomach, ulcerated on the 
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TABLE \—Conlimied 


LEIOMYOMA OF STOMACH 
Review of Cases Since 1930 


NAME OF DOCTOR 

AGE OF 
PATIENT 

SYMPTOMS 

X-RAY 

OPER.ATION 

PERFORMED 

BENIGN OR 
MALIGNANT 

Crse ^2 

68' 

Upper ebdomina! pain 
and flatulence. Loss of 
weight. 

Large filling defect 
on greater curva¬ 
ture. 

Excision with un¬ 
derlying nortion 
of stomach wall. 

Benign 

Case ??3 

49 

Severe indigestion, tar¬ 
ry stools and pro¬ 
found anemia. 

Abnormal translu¬ 
cent area in stom¬ 
ach near fundus. 

Excision of tumor 
through mucosa 
of stomach. 

Benign 

Cabot Case #26202 
(1040) 

58 

Acute epigastric dis¬ 
tress for 28 yrs. Vom¬ 
iting, loss of appetite. 
Shortly before admis¬ 
sion, tarry stools. 

Large, oval,smooth 
mass attached to 
left curvature by 
broad base. 

(Subtotal resection. 

Benign 

Lahey, F. H. andB.P. 
Colcocl;. (1940) 

Case #1 

39 

Hemorrhage. Lost 12 
lbs. 

j 

Egg size ulcerated 
tumor lower por¬ 
tion of stomach. 

Subtotal re.section. 

Low malig¬ 
nancy. 

Case #2 

27 

4 yrs. before admission 
tarry .stools. 

Intramural filling 
defects. 

Total gastrec¬ 
tomy. 

Leiomyosar¬ 

coma. 

Case #3 

GO 

Indigestion 15 years; 
Faintness last 6 years. 

Filling defect less¬ 
er curvature. 

Subtotal gastrec¬ 
tomy. 

Benign 

Case #4 

51 

Dark stools. 

Filling defect py¬ 
loric region. 

ISubtotal gastree- 
tomj-. 

Leiomyosar- 
j coma. 

Case #5 

40 

Severe hemorrhage 9| 
mos. before operation. 
Black stools IJ^ jts. 
ago. 

Filling defect py¬ 
loric region. 

Subtotal gastrec- 
i tomy. 

Benign. 

i 

Case #6 

47 

Four weeks before ad¬ 
mission hematemesis. 

Mass fundus of 
stomach. 

Submucous exci¬ 
sion. 

Leiomyosar¬ 
coma. Low 
malignancy. 

Case 47 

45 

Persistent anemia and 
weakness for 2 years. 

Oval pedunculated 
mass mid-portion 
of antrum. 

Subtotal gastrec¬ 
tomy. 

Leiomyosar¬ 

coma. 

\Vh\-to, D. (1940) 

Case 41 

53 

Indigestion, hemate¬ 
mesis .•'nd tarry stools, 

1 

Excised with a 2 
cm. margin of 
stomach wall. 
Stomach repaired. 

Benign 

('aso «2 

51 

No indigestion. Nau¬ 
sea, swc.'its, hema- 
temesLs. 

I 

Peculiar large 
round filling de¬ 
fect in upper part 
of pars media. 

Partial gastrecto¬ 
my with removal 
of growth. 

Benign 

Christopher, F. ct al. 
(1941) 

11 

1 

! 

! I 

! Sudden emesis of brownTuraor _ mass cn- 
fiuid occurring several croaching on du- 
tiiues. 1 odcnal bulb, an- 

1 trumandbodyof 
; stomach from' 
■ lesser curvature.! 
. ' i 

IHofmeistcr-PoIya' 
with anastomosisj 
of jejunum andj 
proximal portion 
of stomach. 

Malignancy 
su.spcctcd. j 

! 

i 


UEMARKS 


Subserous tumor size of haze! 
nut. 


# 

Tumor of polypoid type 
X 2^", growing from poste¬ 
rior wall. 

Gastroscopy showed the tu¬ 
mor in the body of the 
stomach. It was of a non- 
ulcerating type. 


The predominating intragas- 
tric tjTJCs tend to become ul¬ 
cerated. They possess real 
dangers of sarcomatous de¬ 
generation, usually of a low 
grade. Authors do not con¬ 
sider these lesions rare. 


Tumor on greater curvature. 
Author believes leiomyoma 
to be a rare tumor. 


Tumor on upper part of pars 
media. 


The diagnosis after the opera¬ 
tion was gastric neoplasm of 
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TABLE \~Conlinueii 
LEIOMYOMA OF STOMACH 
Rc\ieiv of Cases Since ID30 


NAME OF DOCTOR 

AGE OF 
PATIENT 

SYMPTOMS 

X-RAV 

OPERATION 

PERFORMED 

BENIGN OR 
MALIG.NANT 

RENURKS 

Haiperin, P. H. (19^1) 

5S 

Pain, loss of tt-ciRhl, 
tarry stools and vom' 
iling of coffee-ground 
roaterial- 

■ 

Large filling de- 
i feet, size of small 
orange, involving 
pars media on 
lesser con a lure 
side. 

Resection of stom- 
■ acb from above 
tumormassto be¬ 
low the pylorus; 
nithPajTclamps 

i 

Benign | 

i 

Wangensteen suction post¬ 
operative. Author ft? tes that 
the number of leioTfiyomas of 
the stomach, which have 
been operated on is c^' 
ceed'iBgly small. 

Levi, S. I. and J. S. 
Horn. (1941) 

65 

Intermittent indiges¬ 
tion for 15 yrs. NV 
vomiting or loss of. 
weigh t.Adfluttcdnilh 
severe bematemesis. 
Ilgb. 30 per cent 

Large filling defect 
high up on ante¬ 
rior walls of stom- 
ach.Circmnacnb- 
ed and well de¬ 
fined. 

Modified Polya 
operation. j 

i 

i 

[Benign j 

I i 

1 

Patient was admitted for an 
emergency operation. 

i 

j 

Bloom, N. and C. Wil- 
lianw, (1942) 

68 

Two fainting spelJa. 
Tarry stools. Vomited 
blood. 

Filling defect of; 
cardiac portion. 

Pedicle clamped.! 
Excision of tu-j 
mor. i 

Bemgn 

[Only patient with (eiorajorna 
: in 15 years in Virginia lies- 

1 P'fal. 

Martel, G. E, (1944) 

42 

Secoadsry anemia and 
prohsc tte)co3. 

Filling defect up-; 
penaost portion; 
of greater curva-l 
ture. 

Radiotherapy.; 
Total 5000 r. j 

1 

Benign 

Patient improved. Author be- 
! lieves leiomyoma Is a rcla- 
' lively rare form of g.istric 

1 tumor. 

Dehrcnd, M, (1944) 

42 

Hemorrhage, tarry 
stools aod aoflre\ia. 

Evidence of an ul¬ 
cerative pol>-poid 
adenoc^cinoraa 
of the body of the 
stomach 

Posterior Polya- 
Hofmeister. Jc- 
juRO-jejunostomy. 

Leiomyosar*. 
coma. j 

1 

1 

jpatieut iswett lOmonthscftcr 

1 operation 

! 

i 


drod post-mortem examinations of tlic 
stoniacli, in which forty-tliree leiomy¬ 
omas were found in tliirty-two stomachs. 
Six of them had undergone carcinoma¬ 
tous changes. In a third group, there 
were thirty-four leiomyomas in thirty 
stomachs. In the fourth group of twenty- 
one leiomyomas, fourteen were removed 
at operation. All se.ves were affected 
equally, and the average age was 51.4 
years. In follow-up records of nineteen 
patients, there were no recurrences. 
Davidson, P. B.,® reports tliirty-onc cases 
collected from Boston hospitals. Twenty 
of these were autopsy findings. In eleven 
cases operated on, various diagnoses 
were made. In order to make a diag- 
nosi.s, he states, there sliould he a regiilar 
filiing detect, with a crater deformity, 
where ulceration has occurred. The 
question of maiignaney of leiomyoma 


was considered. ScagIiosi.s, 6.,-’ states 
that in the Mayo Clinic, myoma consti¬ 
tuted 0.44 per cent of ail gastric tuiuor.s 
from 1907 to 1921. He quotes EHasou 
and ITright as reporting 325 cases in 
1925. They claim that GO per cent of all 
simple gastric tumors are leiomyoma. 
Iluhnermann estimates four myomas in 
every 1125 tumors of the stomach, or 
0.35 per cent, llorgagiii in 1702 was tlio 
first to observe myoma of tlie stomach. 
Scagliosi.s states that, while myomas 
may affect tliose of middle age more fre- 
ipientiy, a tumor has been i-eportcd in a 
child eigiit years old and in persons of 
iidvaiiced age. The most common loca¬ 
tion is the pyloric end of the stomach. 
According to Karl Bras.s," from 1923 to 
193S fifteen cases of nomnalignant cases 
of tlie tumor of the .stomach came to the 
Frankfurt Patliologic Clinic. Five were 
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roxmd-celled blastoma and ten xvere 
malignant m 3 'oma. Three other cases of 
gastric myoma were reported—txvo with 
fatal hemorrhage and one with perfora¬ 
tion. Lahey, F. H. and Colcock, B. P./® 
report seven cases of which five showed 
sarcomatous degeneration. They con¬ 
clude that leiomyoma is not rare. Minnes 
and Geschickter cite 65.3 per cent of 
simple leiomyoma. The youngest was a 
child 9 years old and the eldest a man of 
78. Petro Leon^‘ reports that Nigrosoli, 
in 1927, collected 211 cases of myomatous 
tumors of the stomach and of these 
ninety-nine Avere myoma. Melnick, in 
1932 found 309 cases reported in the 
literature. 

X-rajj: Radiologists often are able to 
make a diagnosis as a result of the symp- 
oms and the reading of the ixlates. 
JdAvards and LeAA'is" quote Moore as giv¬ 
ing some interesting signs in the reading 
of x-ray plates, namely, (1) a filling de¬ 
fect that is circumscribed and punched 
out in appearance. (2) The filling defect 
is usually on the gastilc Avails, leaAung 
the cuiwatures regular and pliant. (3) 
Mdiile the rugae are obliterated in tlie 
immediate area of the tumor, the rugae 
Surrounding the tumor are normal in 
arrangement and distribution. (4) Little 
or no distui’bance of peristalsis and re¬ 
tention is uncommon, except AA’hen the 
tumor is near the pylorus. (5) They do 
not reveal a niche nor is there any evi¬ 
dence of inci.sura or spasm. Gastroscopy 
AA'ill confirm the diagnosis. 

From the above table, it should be 
noted that all types of gastric operations 
have been performed for leiomyoma of 
the stomach. The oj)erations range from 
the simple removal of a tumor Avith a 
long pedicle, an excision of a sessile 
tumor Avith a section of the stomach, a 
simple gastrostomy to a sub-total gas¬ 
trectomy, folloAved l)y the different tyixes 
of the Polya operation (ante-colic or 
]iost-colic). and. finally, a complete gas¬ 


trectomy is performed, depending on the 
character and position of the lesion 
found at the time of operation. Out of 
thirty-nine cases reported in this table, 
twenty-eight proved to be benign, ten 
Avere malignant and there Avas uncer¬ 
tainty about one case. Those that are 
malignant are usually mild in character. 
The occasional ease may be quite malig¬ 
nant AAuth metastasis found at operation 
or some time after the recovery of the 
patient. The incidence of recovery fol- 
loAving operation is high. 

coxonxjsiON 

1. The youngest patient avIio had been 
ojAerated on found in literature Avas 
8 years old, and the eldest Avas 78. 

2. Leiomyoma of the stomach is con¬ 
sidered a rare occurrence by many sur¬ 
geons, although there are differences of 
opinion upon this subject. In seventy- 
nine years, since the founding of the 
JexAush Hospital, there are recorded tAvo 
cases. In the Mt. Sinai Hospital, founded 
in 1900, only one case has been reported. 
The lesion AAms in the jejunum. 

3. It ]nust be reiterated that leiomy¬ 
oma of the stomach, in the personal ex¬ 
perience of any one surgeon is a rare 
condition. 
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reforoiioia y la lesion sc clesarrollo on 
el jejuiio. 

3. Debe reitorarso qne loiwniouia del 
cstdmago, eii la expeviciieia indivklim! 
dc lui einijano, es rarn. 

RESUME 

1. Lc phis jeiiiie opere etait age do 
8 alls; le pins lige avait 78 .nns. , 

2. Los leioniyoincs de rcstoniao sont 
rares. II I'aiit adniettre qn’il y a nne 
difference d’opinions sons ce rapport. 
Dans soixante-fli-x-nenf annoes, il n’y cut 
quo (len.x ca.s a I’Hopital Israelite. A 
I’llopilnl .Itt. Sinai fonde on 1900, il n’y 
a on jnsipi’ii jiresent qn'nn cns. I.a lesion 
etait dans lc jojumim. 

3. Nons repetoiis que los Iciomyomoa 
de rostoinac sont d’mio grande raroto. 
Do noinbren.x oliinirgions n’on out jnnuii.s 
rencontre. 


Bueoau 


SUMAMO 

1. El paciento mris joven qne file 
sometido a la operacidn, sogun la litora- 
tnra, tenia edad do 8 afios y el de miis 
edad do 78. 

2. Leioinioma del estoinago, en el con- 
oopto do iniiehos eiriijanos oenrre rara 
vez, aiin ciiaiulo e.xisten diversas opin- 
ioiies sobre c.se piinto. Eii setontaiinievc 
afios desdc la fiindaoion del Hospital 
.Indio do Filadelfia, solo dos casos son 
relatados, y en el Hospital Mt. Sinai, 
fiindado on 1900, solo a iin caso se liacc 


(1) OCaop nayiiiofl .iiirepaTypM noi:a- 
aunaer, 'iro cajioiiy lio.io.iosiy oDepitpocaii- 
iioMy nanneiiTj' Ou.io aocewr. .rer, a canojiy 
CTapo.My ce.Mi..iecaT aocewi.. 

2) IIciiojuioji.'i :i:e.iy,iKa csnraeica siiio- 
nisiii .\iipypra.uit oncit pcAKoa CoaeaHtio, 
XQTH cyuieCTCyjoT no STOity nonpocy paanua 
Mirenna, 3a cewMecaT AeRaTt .lex c ocno- 
Banna Ecpenciiaro rocnirra.m (Mt. Sinai 
Hospital) ocnonannon u 1900 ro/ty tJn.T 
.ro.io-.Keii To.iLKO oAnn c.iy.iaa, » KOTOpost 
Ohio nop.a;i;enne jejunum. 

(3) Ten ne .Menee o .tn'ii/ost onwre Rca- 
naro xnpypra .Tenonnona jtRAjiexcn tjoanmofi 
peAKocxi.iO. 
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Surgeons and Events 

by 

DR. MAX THOREK 

SERGEI S. YUDIN* 


Sergei S. Yudin, prominent surgeon of 
the Soviet Union, was born in 1892. 

At the age of twent^’-two he was gradu¬ 
ated from the Medical School of Moscow 
University. He served at the front dur¬ 
ing the First World War. Following the 
^War he became a Zemstvo physician and 
vas assigned to Zakharino sanatorium 
lear IMoscow. It was here that he initi¬ 
ated his .surgical career with his first 
gastric resections and thoracoplasties. 

In 1922 Yudin was transferred to a 
small hospital in Serpukhovski, which 
attracted many visiting surgeons be- 
caiise of the brilliancy with which he 
presented his cases before the Moscow 
Surgical Society. By 1938 his technic of 
radical resection of perforated and gas¬ 
tric ulcers was widely discussed through¬ 
out the Soviet Union. 

In 1926 he was sent to the United 
States by the Soviet Government for a 
jDeriod of six months’ study. At this 
time Yudin visited the Mayo Clinic and 
those of Drs. Kelly, Babcock, Crile and 
Cushing. 

Upon his return to Russia he became 
Director of Surgery of the Sklifasovski 
Institute for Traumatic Diseases, which 
receives all emergency cases of ^loscow, 
totaling 60,000 per year. 

At Yudin's initiative, extensive studies 
were made of the biochemical properties 

*rro:ii .an article bv Dorothy Ilalpern in “The 
Aineric.m Hcriciv of Soviet Medicine,” February, 
1044. 



Sergei Yudin, F.I.C.S. (Hon.) 


of blood, and it was his pioneer work in 
the use of cadaver blood in transfusions 
that led to the use of blood banks. In 
tlie Sklifasovski Institute 5000 trans¬ 
fusions of cadaver blood were made 
within a period of twelve years, and 
Yudin’s method was widely adopted. 

According to the figures publislied by 

(Continued on paffc 4S1) 


Ulcus Callosum Recti (Hochenegg) 

FELIX MANDL, M.D., F.I.C.S.* 

JERUSALEM. PALESTINE 


W HEN Hoelionegg,’ in a publica¬ 
tion Lvhich appeared in 1920, 
described a ease of nonspecific 
i-eotal nicer, be emphasized the difficulty 
of its clinical distinctioir from carcinoma. 
In 1897 the patient, aged 58, had under¬ 
gone a colostomy for a high, firm rectal 
tumor, then diagnosed as carcinoma, 
inien the patient presented liiraself thir¬ 
teen years later, the tumor had disap¬ 
peared. In 1918 the colostomy was closed 
and even in 1922 a follow-up cxamiuatioii 
revealed that the patient, then 83, en¬ 
joyed excellent health. 

Pour cases of a similar nature were 
described by me in 1922.“ In the absence 
of any specific disease (syphilis, gonor- 
I'hea, tuberculosis, lympliogrannlonia in¬ 
guinale) and by analogj- with the termi¬ 
nology employed in gastric snrgciw, 
Hoeheiiogg thought it justified to give 
them the name “ukcra callosa recti.” 

In the course of time similar cases 
were reported, although the explanation 
and interpretation they wore given obvi¬ 
ously deviated from those of the original 
obsen'cr. Thus Hermann Strauss,® when 
discussing the etiology of rectal stricture 
of a venereal origin, also mentions “ulcus 
callosum stenosans recti.'' He points out 
that in the vast majority of cases the 
condition is in some way connected with 
lymphogranuloma inguinale and that 
among 72' patients, 69 had a positive 
Prei test. No doubt the patients he is 
referring to in his article present the 
ulcerative type of lymphogranuloma in¬ 
guinale, so that a differential-diagnostic 
distinction from carcinoma need not be 

•HaiJassab University Hospital, Surgical Depart* 
ment D, Jerusalem, Hafestioe. 


taken into account. They are, therefore, 
something quite different from the cases 
reported by Hochenegg. 

Another affection of a similar nature 
was referred to by Todd' in his Hun¬ 
terian Lecture, “Rectal Ulcci-ation after 
Irradiation of Carcinoma of the Cervix 
Uteri, i,e,, Pseudoenreinoma Recti.” Here 
the author describes ulceration of the 
rectum following irradiation treatment 
of nterine cancer and, on digital B.xam- 
inntion, the lesion appears so similar to 
carcinoma that it has been called 
“pscndocareinoina of the rectum.” There 
are two distinct types, the one restricted 
to the rectal wall while the other aiipoar-s 
mainly to involve the perirectal tissue 
with secondary involvement of the rec¬ 
tum. Hingno.sis is governed by clinical 
features and the history of previous 
irradiation of tlio vagina. Obviously, 
however, this le.sion has nothing in com¬ 
mon with the type of ulcus callosum recti 
referred to by Hochenegg, pai'ticnlarly 
as there exists no doubt ns to its etiology. 

Louis Buie”’ desoi'ibed a lesion Avhioh 
he called “factitial proctitis” or “factitinl 
ulcer,” usually arising on the anterior 
rectal wall and allegedly occurring in 
3 per cent of all patients who have 
received x-ray therapy on account of 
extra-rectal conditions (carcinoma of the 
uterine cervix, carcinoma of the ovary, 
epithelioma of the bladder, etc.). Ac¬ 
cording to that author, tlie lesion may be 
mistaken for rectal carcinoma altliongb 
the characteristic proctoscopic picture of 
inflammation aird telangiectasis—apart 
from x-ray therapy reported in the his¬ 
tory—should help toavoid those inistakes,. 

These ulcers, pi u% ’ ‘ 
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lying disease on account of wliich x-ray 
tlierap}^ lias been instituted is success¬ 
fully influenced, as a rule beal spon¬ 
taneously. 

In this connection, mention should be 
made of the so-called “simple” ulcers of 
the colon and rectum which were de¬ 
scribed by Cruveilhier'^ as early as 1830. 
Quenu and Duval,® Barron,^ Wire,® Bar- 
low ef aF also described them. The most 
prominent feature of this lesion is per¬ 
foration, and in no case was it possible 
to establish the diagnosis prior to oiiera- 
tion. There is, according to the liter¬ 
ature, no question that the lesion might 
possibly be mistaken for carcinoma. 

Only amebic dysenterj^ may occasion¬ 
ally be accompanied by ulcers which may 
be confused with cancer and should, 
'■'therefore, be included in the present 
onsideration.^® 

After Hochenegg’s publication in 1928, 
reference to cases of definite ulcus cal¬ 
losum recti is to be found in the litera¬ 
ture only twice. Kreuter” operated on a 
patient, aged 59, for an indurated ulcer 
of the rectum which he suspected to be 
a, carcinomatous growth and which was 
located 4 cm. above the anus. Micro¬ 
scopic examination of biopsy specimens 
taken by reetoscopy was repeatedly neg¬ 
ative. Kreuter resected the ulcer, spar¬ 
ing the sphincter ani, according to the 
method devised by Hochenegg, and the 
patient recovered. The pathologic speci¬ 
men presented no evidence of malig¬ 
nancy. There was nothing but unspecific 
granulation tissue and ulceration with¬ 
out at^ytical epithelial proliferation. 
The lymph nodes showed chronic, inflam¬ 
matory infiltration. 

Henrich,*- under the heading “A Con¬ 
tribution to Ulcus Callosum Recti,” de¬ 
scribes the case of a woman of 69 who 
presented a large, firm, rugged tumor of 
the rectum, 6 cm. above the ampulla, 
which was only slightly movable. '\Ylien 
the abdominal cavity was opened the 


pelvis appeared already plastered with 
tumor masses. Colostomy was done and 
the patient made a surprisingly speedy 
recovery. Ten weeks later follow-up 
examination, rectally as well as procto- 
scopically, revealed that the tumor had 
completely disappeared. Microscopic 
examination of biopsy specimens was 
not made. 

Apart from the experience I gathered 
at my former place of activity (to which 
I wdll refer later) I saw dui’ing the last 
four years two cases which are to he 
included in this group and which are 
presented herein. 

CASE EEPORTS 

Case 1. Mrs. R. W., aged 23; admitted to 
the hospital on June 26, 1940. For several 
weeks she had been complaining of severe 
anal pain occurring in paroxysms. Bowel 
movement normal; no hemorrhage. She was 
in a fair general condition. Urine, feces, 
blood: normal. 

Rectal examination: At a height of about 
7 cm. above the anus a circular, firm tumor 
with raised edges was felt, stenosing the 
rectal lumeu so that the tip of a finger could 
barely be introduced. The upper border of 
the tumor could not be reached, but the 
tumor could not be moved mechanically. 

Reetoscopy: 'tVith the rectoscope it was 
possible to touch the lower extremity of the 
tumor, and liere a specimen for biopsy was 
taken. SlicroscopicalU, there w'as chronic in¬ 
flammation, and in some of the glandular 
tuvules epithelial hyperplasia. The question 
as to wdiether or not yva were dealing with a 
neoplasm could not be decided. 

Colostomy, July 1, 1940: During the opera¬ 
tion we found a very firm intestinal tumor in 
the cul-de-sac of Douglas almost entirely 
blocking the rectal lumen. No lymph nodes. 
Liver normal. Under the a.ssumption that the 
tumor was a carcinoma recti, colostomy 
(transverse eolon) was performed, 

Reetoscopy, July 14 and 21: No change. 

Biopsy, July 21, showed chronic inflam¬ 
mation witlj necrosis of the mucous membrane 
and absence of epithelium. No evidence of 
malignanej’. 
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Rectal examination, August 14: Tumor 
considerably reduced in size. Radial opera- 
tion ■which had been decided upon was, there¬ 
fore, postponed. 

Irrifjoscopi/, Aug. 14, from the lower arm 
of the colostomy showed no narrowing of the 
intestinal lumen. 

Patient discharged, August 27. When we 
saw her again in September the tumor had 
entirely disappeared and no trace of it could 
be detected either on digital examination or 
rectoscopieally. 

October 14,19 W: Colostomy closed. 

In 1942 the patient was foiind to be per¬ 
fectly 'well, rectal finding negative. 

Case A Z. K., aged 29; admitted to the 
hospital for the first time on !May 11, 1942. 
She reported several cases of tuberculosis in 
her family. She herself complained of pain 
in the lower left abdomen. After bowel move¬ 
ments the pain used to subside. Temperature 
up to 38.5®. 

Blood cell count, urine, EKG, Widal, Weil- 
Pelix, paratyphoid, Bang cutaneous test, x- 
rays of the lungs, gjTiecologieal examination, 
feces were all normal. 

She was discharged on May 20, without 
diagnosis. She then began to run a subfebrile 
temperature; some months later diarrhoea 
set in, occasionally occurring five or six times 
a day with admixture of blood and mucus. 

Second admission September 18, 1942. 
Blood cell count normal; urine normal; feces, 
free and ciiiamcba hystohjtica positive; Man- 
toux 1 iSOOjOOd-f—h; Widal negative; Bang 
cutaneous test negative; rectoscopy (up to 
25 cm.) normal; irrigoscopy normal; formol 
test negative; puncture of the spleen negative ; 
lungs normal; EKG normal; blood, cerebro¬ 
spinal fluid normal; Wassermann negative. 

On account of the amebiasis which had 
been discovered the patient was given emetin- 
yatren and dismissed in an improved con¬ 
dition. 

Third admission on December 20, 1942. 
For a few weelis the patient had done well, 
then diarrhoea set in again, this time ac¬ 
companied by marked bleeding. She had 
lost considerable weight. Blood cell count: 
anemia of 2,800,000 red blood corpuscles; 
hemoglobin, 70 per cent; wliite cell count 
normal. The blood was improved by three 


blood transfusions. Between December and 
February various examinations and tests were 
made: Mantoux, Dec. 24, 1:500,000-i—[—f-> 
January 7, 1 ;100,000'|—f ; January 27, 1 :- 
100,000+; February 9, 1:100,000+. . 

Blood sedimentation rate: December 21, 1 
hr., 47 mill.; January 3, 4 hr. 10 min.; Jan¬ 
uary 17, 7 hr.; February 2, 5 hr. 20 min.; 
February 23, 2 hr. 14 min. 

Urea, glucose, total protein, bilirubin, 
diastase, Takata-Ara, cephaline tests all nor¬ 
mal. Weltmann VI. Sputum: tubercle bacilli 
(antiformin) negative; feces: tubercle bacilli 
negative; eniameba histolytica positive. X- 
ray of the lungs normal; irrigoscopy negative. 

Prom January 6 to 17 the patient was 
given a course of emetin and sulfaguauidhie 
therapy, but with no effect on temperature, 
pain and diarrhea. She continued to lose 
weight. On February 11, 1943, the patient 
was transferred to the surgical department. 

Digital examination revealed at a height of 
5 cm. above the anus several firm, polypous 
nodules, protruding into the intestinal lumen 
and giving the impression of a movable circu¬ 
lar, nodular malignant tumor. 

Rectoscopy: The rectoscope could be passed, 
but revealed no changes either above or below. 

Biopsy (February 11): Some patches of 
necrosis of the raucous membrane and sub¬ 
mucous tissue. Many leukocytes. Diagnosis; 
inflammatiou, no evidence of tumor. 

On February 21, microscopic examination 
of another biopsy specimen revealed the same 
findings as on February 11. Ao amebiasis 
(Prof. Adler) even on repeated examination. 

Rectoscopy, March 4, showed the tumor 
somewhat reduced in size and in its center 
evidence of softening and suppuration. 

Therapy (March 9 to 23} : Yatren-rivanol 
irx'igation, following which (March 19) the 
tumor appeared to have g^o^vn again, was 
more indurated and occupied a larger area 
than before (about 5 era. in length). It was 
movable and the finger could easily be intro¬ 
duced into the lumen. The upper and lower 
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differential diagnostic distinetion from 
other lesions is discnssed. In both cases 
colostomy sufficed to effect cure and after 
a few months tlie colostomy could be 
closed The importance of this lesion 
and its distinetion from carcinoma are 
pointed out. 
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SUiHARIO 

Se da cuenta do y se disenfen dos eases 
reeientemente trafados de uleus-calosos- 
recti y el di.ngnostico difereneial dis- 
tingniondo otras lesionos. 


En ambos casos la oolostomia fue 
siifieiente para efoefnar la cura y dos- 
pnes dc linos pocos nieses la colostomia 
puode scr cerrada. 

La importaneia de csta lesion y su 
dislineidn del cancer, es indicadn. 

EESUJtE 

L’antenr rapporte deux cas de ulens 
callosum recti recemment soigues. I! 
disciitc le diagnostic diffcrcntiel de cetfe 
lesion. Dans les den.v: eas la colosloniie 
effectua nne giierison. Apres plnsieur.s 
mois, la colostomie fut fermec. L’ini- 
portanee de eette lesion et sa differentia¬ 
tion dll careinome sont disciitee.s. 

BLrE0.in 

/fan oraer ^nyx iieACEiiux c.iyaaea Tcep- 
AoO aaou npaxon KiiniKii (ulcus collosiim 
recti) II oT.in'nie arofi nsuu or Apyntx nopa- 
xeimt). B oCoiix c.iyaaax xo.iocTOima npo- 
uaaeaa no-inoe ctr3,iopoD.iein[e, n nepca iie- 
cKo-iuKo iiecauea Ko.iDCTOxnio xoanro duao 
saKpuTU. CraTLa uoAHepKuaaeT aaiuttocti. 
aioro nDpaiKCHiia a efo or.iiiaue or paxa. 
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Dr. Gordon Gordon-Taylor in the British 
MedicalJounial for November, 1943, Dr. 
Yudin’s surgic.-il activities embraced 
many fields. Since he lia.s been head of 
the Surgical Sen-ice of Sldifasovsld 
Hospital, 5500 foreign bodies have been 
removed from tlic esophagi and bronchi, 
with a mortality of slightly more tlmii 
1 per cent; Dr. Y'lidiii lias performed 89 
esophagoplasties for stricture of the 
gullet; be and his assistants Imve per¬ 
formed 5500 operations on the stoinacb 
and 100 total gastrectomic.s for cancer, 
with a mortality of only 30 per cent; he 
has performed 3 amputations of the hind 
quarters for sarcoma of the hip or femur, 
and a number of plastic operations for 
congenital absence or atresia of vagina. 

Yudin has written a number of sur¬ 
gical works, among them “A Guest of 


American Surgeons,” a sequence of lii.s 
visit to the United States in 19:10, 
“Transfusion of Cadaver Blood to JIan,” 
“Military Field Surgery,” “Treatment 
of War IVounds with Sulfonamides,” and 
“Treatment of Comple.v Fractures of the 
Extremities.” 

His activitio.s were restricted by ill¬ 
ness in 1942, but be returned to active 
duty during the bombardment of Ifo-scow 
as a lieutenant colonel in the medical 
corps- 

Dr. A’lidin Iiolds the Order of flie lied 
Star and the Order of Stalin. In 1943 
honorary fellowships were conferred on 
Dr. Yudin by the Eoya! College of Sur¬ 
geons of England and the American Col¬ 
lege of Surgeons. This distinguished 
Russian colleague is an .... .’^1- 

low of the IntemnU ’’ 

Surgeons. 



Intra-Abdominal Calcareous Tumors 

ENRIQUE ST. LOUP B., M.D.. F.A.C.S., F.I.C.S. 

LA PAZ, BOLIVIA 


F inding of calcareous tumors with¬ 
in the abdominal cavity no doubt is 
a rare occurrence. The lack of bibli¬ 
ographic data itself is a proof. Except 
for the Ijmiphatic gland calcifications, 
those occurring within the fibromyoma 
and cases of lithopedion, thei*e are no 
others mentioned; even Avhen dealing 
with calcified glands, which are not so 
very rare. We often find them at an 
autojisy rather than by clinical diag¬ 
nosis. These circumstances have in- 
. luced me to prepare this paper. 

CASE EEPOKTS 

Case i. On the tenth of June, 1942, I ad¬ 
mitted to my ward in the General Hospital a 
female patient, 39 years of age, complaining 
of amenorrhea, digestive disturbances and 
constipation. Menstruation had started at 18 
and continued with periods of amenorrhea, 
sometimes as long as thirteen months. She 
had one labor, six years after marriage. The 
present amenorrhea started three years ago. 

Examination shoAvs a pale and emaciated 
patient. B}' manual examination it was shown 
that there was a hard tumor, of stony con¬ 
sistency, smooth surface, round in shape, cor¬ 
responding to the uterus. Palpation was 
painless and the mass in question Avas mov¬ 
able. Both cul-de-sacs shoAved nothing of 
importance. The routine examinations of 
urine, blood, etc., shoAved nothing Avorth men¬ 
tioning. On the other hand, the roentgeno- 
graphic picture was A-ery mterc-sting, as can 
be seen in Fig. 1, AA-hich sIioavs a rounded 
central mass, of an opacity comparable to 
that of the bones, studded Avith small papillary 
eminences, which occupied the center of the 
peh-is minor and did not seem to reach the 
Soor of the pelvis, having instead a convex, 
clean-cut border below. 


What could it be? Undoubtedly aa’c had 
here a tumor of stony consistency, the opacity 
of AAdiich shoAved its calcareous nature. Palpa¬ 
tion alloAved us to locate this tumor in the 
uterus in spite of the fact that the roentgeno- 
graphic picture shoAA'ed a lower terminal 
border, and it looked more as if there Avere a 
pedicle above, uniting it to the sacrum. But 
it was only in appearance. Noav then, a uterine 
calcareous mass could not be anything but a 
calcified fibroma or a lithopedion adhei'ent to 
the uterus; hoAvever, comparing the findings 
AA'ith the patient’s complaint, there Avas no 
logical explanation. Tavo facts dominated the 
clinical history: the digestive disturbance and 
the amenoiThea. The first might perhaps be 
related to the presence of the tumorlike mass 
adherent to the epiploon (greater omentum), 
but the amenorrhea tallied less properly Avith 
the hypothesis of a uterine fibroma. Suppos¬ 
ing the latter to be a subserous growth, the 
absence of a menorrhagia might be explained, 
but why amenorrhea? Regarding the other, 
the lithopedion, I must confess that upon tiy- 
ing to discuss its possibility, a picture came 
to my mind that I had seen in an illustrated 
roentgenography, in a paper by Emmert,^ 
entitled “The Life History of a Lithopedion.” 
As can be seen, the likeness of that picture of 
a case of lithopedion to that of Pig. 1 is so 
remarkable that if it AA'ere not for the presence 
of a shadow of a long bone in Emmert’s pic¬ 
ture, it could be said thej- Avere the same. 
But, except for this, the subjectiA'e signs did 
not correspond. The patient suffered from 
several periods of amenorrhea, the last of 
AA-hich could be traced back three years, and 
never complained of any .sj'mptom that might 
lead to the suspicion of pregnancy of that 
stage corresponding to the size of a tumor as 
large as a fist AA-hieh we found. The adynamia 
and emaciation added to the digestiA-e dis¬ 
turbances gave an inkling of its true nature, 
but nothing more. 
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On June 24, Tve proceeded to operate. After 
opening the peritoneal cavity, we found the 
epiploon adherent to the tumor and tlie blad* 
der; when these adhesions were broken up. 



we found a solid mass wrapped up in a true 
capsule that also enclosed the uterus. By 
dissection we isolated tiie tumor mass which 
had the stony consistency of its calcareous 
nature. It was a thick shell covering the 
uterus like a helmet. The underlying organ 
appeared small and elongated, the ovaries 
looked like matted or rolled up cord, of a 
grayish color. 

The histo-pathologie report read “calcareous 
deposit which wljen dissolved leaves fibres of 
connective tissue pressed tightly together.” 
The patient was discharged on the 31st 
of July, free from digestive disturbances and 
able to eat food normally. 

"Wliat was the exact diagnosis? Tlic 
question propounded at the beginning 
remained without a satisfactory answer. 
It was not a calcified fibroma; it was not 
a lithopedion. A suspicion that we were 
dealing with a tubercular process had 
already come to our minds. There was 
nothing to corroborate it. It w'as the 
finding in another case, a peri-uterine 
tumor, in a less advanced stage, which 
led us to suspect its genesis. 

Case 2. A female, aged 20, was admitted to 
the General Hospital for an intestinal dis¬ 
turbance which almost led to an emergency 


operation. She was a native who had never 
been pregnant but who at the time believed 
herself pregnant because she had not menstru¬ 
ated for more than tw’o months. Examination 
showed a tumor clearly in the uterus wliicli 
reached up to two fingers breadth from the 
umbilicus. Its median location, ovoid shape, 
absence of tenderness, seemed certainly to 
indicate pregnancy, but the size did not cor¬ 
respond to the indicated stage (two and a half 
months of amenorrliea). 

There was no softening of the cervix, no 
pigmentation or otlier signs of pregnancy. 
Could it be a subserous myoma ? We resorted 
to the hysterosalpingograpliy shown in Pig. 2. 
The shadow of the uterine cavity appeared 
normally triangular and the Fallopian tubes 
Avere p.itent, therefore the tumor must be 
parietal. 

At the operating table, we found the per¬ 
itoneum thickened and adherent. The uterine 
tumor was made up of thick layers of epiploon 
covering the uterus. The other organs of the 



Fig, 2. Uterine tumor in a patient .suffering from 
amenorrhea, reaching up to the umbilical line and 
ehowing on x-ray study a normal triangular uterine 
cavity sad patency of the Fallopian tubes. The opera¬ 
tion established the presence of a tumor made up of 
thickened epiploon layers wrapping the ntenis and the 
presence of tuberculous peritonitis. 

pelvis minor were also covered, tliough not so 
thickly. A scropurulent collection escaped 
from some corner. The peri-uterine tumor 
proved definitely that what we Iiad tliere was 
a tubercular peritonitis. Three months later 
the patient felt well. Imt the a,. . j.-hra 
continued. 
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Fip. 3. Cnlrnrcoiis body wliicli seemed like a biliary calculus. 


The aiialy?i.'= of these two cases could 
, not hut induce the presumption that we 
ad come u])on two different stages in 
‘ evolution of the disease, and that 
,eso two clinical pictures corresponded 
10 one and the same process, tubercular 
peritonitis. 

Truly, the strange calcareous helmet 
found covering the uterus in the first 
case had a remarkable similarity to the 
thickened cjuploid layers wrapping that 
organ in the same manner in the second 
case. 'J'his peritoneal capsule or shell, 
undergoing the common process of casea- 
tion and calcification, would no doubt 
end by forming the calcareous helmet 
found in the first. In both, the omentum 
wa^ adherent to the peri-uterine tumor 
found formed at its own e.xjiense, but 
wliile in th(‘ latter the adhesions wore 
linn and it w.-is clearly to be seen that 
they were peritoneal attachments, in the 
tivst case, that of the calcified helmet, 
tht'V were feeble tracks easily sej)araled 
with a piece of gauze. It is easy to 
imagine that tiie increase in weight of 
ealeare.ius mass had a constant j)ull- 
ina' i-n'-et which, added to the closing up 
>'f tlio eirntlatory channels, already use¬ 


less, would end by detaching it from the 
omentmn and making it an independent 
entity. Calcareous tumors due to calci¬ 
fied glatids are less rare, but not easily 
diagnosed, as in the following example. 

Case 3. jMrs. IM. N., aged 56, bad complained 
of considerable edema of tlie right lower limb 
which compelled lier to remain in bed, since 
standing or walking made it considerably 
worse. Under these circumstances slie bad a 
sudden liomatnria, wliieb gradually disap¬ 
peared in a couple of days and which led to 
several diagnoses, almost all of them pointing 
out her heart as tlie cause of the edema. When 
the hematuria occui-red, those w’ho attended 
her suspected a carcinoma of the kidney. The 
examination of the patient was very difficult 
on account of her excessive obesity. It was to 
he noted that the predilection of the edema for 
one of the limbs indicated some local obstacle 
and tliat the hematuria was not accompanied 
by any other urinar 3 ’ symptoms. The x-ray 
examination carried out iu order to visualize 
the bladder and ureters revealed the existence 
of calcified glandular masse.s wJiich deformed 
the outline of the filled bladder and were 
located on the same side of the edematous limb, 
causing an obstacle to p-mphatic circulation. 

Cayc (/. Another case is that of a S.vrian, 
aged 55, suffering from pain in the left loin, 
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alternating constipation, fetid diarrhea, me- 
lena, and roentgenologic signs of stenosis of 
the descending colon, all of "whieh made ns 
thinh of cancer. One day he expelled a cal¬ 
culus of cliolesterin as large as a dove’s egg, 
■which allowed us to mahe a definite diagnosis. 
The biliary calculus, located at that point of 
the colon, had caused an erosion of the mucous 
lining and the symptoms of partial obstruction. 

Everything seemed clear except that the 
x-ray pictures showed, besides, the shadow 
of a round body in the region of the gall blad¬ 
der and tills shadow persisted after the ex¬ 
pulsion of the calculus. Were there in reality 
two stones, one of cliolesterin, expelled, and 
the other calcareous, remaining 1 The exam¬ 
ination did not reveal anj'thing in the gall 
bladder region, neither did tlie subjective 
data. We made a cholecystographic study in 
series (See Pigs. 3 and 4) which brought out 
revealing information: the body in question 
was not located within the gall bladder. By 
its shape and size and the lack of history and 
symptoms, we were not justified in supposing 
that it was a renal calculus. It "was clearly 
inadmissable to assume that it lay within the 
lumen of the intestine, since such a volumi¬ 
nous body retained within the small intestine, 
could not but cause serious disturbances. Con¬ 
sequently its location must be extra-visceral 
and by its opacity, shape, size and location 
in the peritoneal cavity, we •were justified in 
surmising that it was a calcified mesenteric 
gland. 

The finding of calcified glands in the 
abdominal cavity during autopsies is not 
rare but is rather frequent compared to 
the occurrence of calcified glands in 
other parts of the body. If, in accordance 
until the theory of Klotz (quoted by Colt 
and Clark-), we admit that the fats or 
caseous matter leads to the formation of 
calcic soaps wliicli later on are replaced 
by phosphates and carbonates of lime, 
the above-noted frequerlcy could be ex¬ 
plained by the fact that the mesenteric 
glands receive a larger proportion of 
fats than those of other regions of the 
body, since they are nearer to the source, 
that is, intestinal absorption. Whatever 
may be the truth, the undeniabie fact is 
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tliat glandular calcification occurs with 
greater frequency in tlie ahclomiunl cav¬ 
ity. Now, therefore, the tumors under 
discussion may have been formed hj’ 
thickened epiploic layers which imder- 
went caseation and were subjected to 
tliat process until they reached the stage 
of calcification, forming the calcareous 
objects which we have described. 



Fig. 4. The patieut x-myetl at fin angle fo show the 
exIra-Tesicular locaHon of the mass; this which cstab- 
lisheti the diagnosut of calcified ghand. 


CONCLOSIOSS* 

It is claimed that in the process of 
peritoneal tuberculosis the thickened 
epiploon (omentum) may be found in 
wrapping layers upon sucli organs as the 
uterus, and that following the general 
course of events, this covering may reach 
caseation and later on calcification, giv¬ 
ing rise to stony tumors. 

The existence of iiitra-ahdominal cal¬ 
careous masses such as tliose herein re¬ 
ferred to, as well as calcified glands, 
may give ri.se to confusion in diagnosis, 
which can he avoided by taking into 
account the possibility of their existence. 

*It is gratifying to mo to express ■ 
the roentgenologist, Dr. Tlicodore v 
devoted cooperation in these i 
value and help. 
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Ib corroboration of the foregoing, clin¬ 
ical cases are described. 
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SUAIABTO 

Se pretende que, en el curso de la 
tuberculosis peritoneal, el ospesor del 
epiploon (oinento) podra encontrarse on 
lechos 0 capas que envuelven tales 
organos como el ritero y que eu debido 
tiompo estos tejidos puedeii llegar a 
caseacion v mas tarde a ealcificaciou, 
daudo origen a tuuiores duros (calcu- 
losos) como piedras. 

La presencia de masas calcareas den- 
tro del abdomen como la’s aqui raen- 
cioiiadas, como tanibien las glandulas 
calcilicadas, dan origen a confusion 
diagnostioa; que puede evitarsc si so 
toma oil euenta la posibilidad de su 
existencia. 


Para confirmar lo que se deja dicho 
cuatro casos clhiicos son citados. 

RESUME 

L’auteur pretend que dans les cas do 
tuberculose peritoneale I’epiploon pent 
etre enveloppe autour de certains or- 
ganes tels que I’uterus, etc. Avec le 
temps I’epiploon devieut le siege de 
caseation et eventuellement de calcifica¬ 
tion donnant haissanee a des tunieurs 
pierreuses. Ces masses caleaires peuvent 
induire en erreurs diagnostiques; glan- 
des calcifiees, etc. L’auteur rapporte 
quatre cas en rapport avec sa these. 

Bhboam 

KoiicTaiiTiipoBano, 'ito npit dpiomiiost 
TydepEy-nese, dpioiuniia saBopann- 

BaCTCfl B HeClCOJIBKO CJIOCB BOKpyB TaKIIX 
opraiion, icaK jiarKa, it, nxo d TC'reirinr Bpe- 
MCHii lydepKyjiesHoe nepeposKACinie n Ka.iu.- 
Uii^)iiKaii;n^i Moryx odpasoBaxt icaMeiniun 
onyxojin. 

Ec.xn B03Mo;icnocxL cymccxcoBaiiiifi axnx 
Macc, a xaKJKe Kajii.uii(l)mi,iipoBanni.ix dpiom- 
HBix JKCjies, lie npiuuixa no BiiiuManne, xo 
nocxanonica Ananiosa Moacex duxr. o’lein. 
ocjio'AAiena. lui.xiocxpaginr npe^exan- 

-xenu onini'iecKiie c.ny'iaii. 



Muscle Reinnervation* ** 

LT. COMDR. HARVEY E. BILEIG, JR., M.C.-V (S). U. S. N. R. 
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R ecovery of muscle power fol¬ 
lowing nerve resuture or polio¬ 
myelitis proceeds for only a lim¬ 
ited time to Ise followed by a constant 
degree of paresis.'' 

In erabi-yologic development, muscle 
contractile tissue lias differentiated from 
mesoderm prior to the outgrowth of in¬ 
nervating motor nerve from the invag- 
inated ectodermic nerve tissue.' 

Motor nci've axons arborize by divi¬ 
sion in the muscle to muscle fibers.® It 
is estimated that in the extraooular eye 
muscles a single axon may iniioiwate bat 
ten or so muscle fibers as compared witli 
one hundred in tlie skeletal muscles. The 
knowledge of factors concerning re¬ 
growth of axons is constantly being en¬ 
hanced.” It is now possible to draw 
conclusions from muscle action potential 
determinations. Tlie anterior horn motor 
nerve coll witli its axon, ai-borization 
and muscle fibers innervated is termed 
a motor unit. 

Striated muscle fibers with their many 
uuolei atrophy when they lose their nerve 
supply hut are capable of restoration if 
reinnervated,’ 

Experimental evidence in lower ani¬ 
mals has shown that motor a.xons arc 
capable of branching and arborizing to 
innervate a raudi larger mass of muscle 
fibers then normal.” Repeatedly experi¬ 
ments liave shown that there is an in¬ 
creased branoliing of axons in regrowth 
after interruption.”' “ 

•Presented at the Ninth National Assembly, United 
States Chapter of the International College of Sur¬ 
geons, Philadelphia, Oct.^ 1944. 

••This vrork was carried out ^Yith tbo cooperation 
of the Harlan Shoemaker Fund for Paralytica, I>os 
Angeles, California. 


A study of factors involved in motor 
nerve axon regrowth a}id arhorieation 
with determination of resultant muscle 
fiber reinnervation is being made.'” In 
rabbits the fifth, sixth and seventh lum¬ 
bar spinal roots supply the motor axons 
for tlie femoral nerve to the femoral 
muscles producing extension at the knee. 
A sjTiimetrioal marked paresis of the 
femoral muscles can he produced by 
avulsing the sixth and seventh roots 
from the spinal cord and resecting them. 
In such prepared animals the femoral 
nerve motor branches on one side have 
been crushed near the muscle at one 
place by a small hemostat sufficiently to 
interi'upt the remaining live axons but 
not to interrupt the slieatb. The re- 
growOi of axons to the muscle ivith 
arborization to muscle fibers has been 
tested at various postoperative intervals 
in different animals by means of iso¬ 
metric measurement of muscle force, 
muscle action potentials and histologic 
sections. An average increase in power 
of several times over that recorded on 
the control side has been obtained. 

Using chiefly post-poliomyelitio paretic 
muscles ivith residual constant muscle 
power, reinnervation has been attempted 
in several thousand muscles in the 
liumau. 

Two methods of producing axon inter¬ 
ruption “neurotripsy” have been de¬ 
veloped. General, spinal or intravenous 
anesthesia is used. Particular care is 
necessary in the administration of anes¬ 
thesia to patients in whom there has been 
impairment of the respiratory center 
such as high poliomyelitis. 

In the open surgical method the motor 
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nerve branches are bluntly traced as far 
as possible into the muscle and there 
compressed "with a small hemostat just 
sudiciently to interrupt the enclosed 
axons, Avithout disrupting the sheath. 

In the closed sui’gical method a blunt 
instrument is kneaded througli the mus- 
cle vigorously, deeply and repeatedly 
throughout its entire area. Attempt is 
made to spread the muscle apart in as 
many places as possible. This produces 
avulsion interruption of the maximum 
jmssible number of axon branches so as 
to provide the greatest opportunity for 
iucreased branching to nmscle fibers in 
rcgrouith. 

Large arteries and nerves are avoided. 
The number of muscles treated at any 
one time depends upon the general con¬ 
dition of tlie patient. A thorough pro- 
cediare is one in which no area of the 
muscle has boon missed and the part 
fools pulpy in consistency. 

Both electric and compressed air ec¬ 
centric driven instruments have been 
developed to replace the earlier hand 
type. In no instance has delayed shock 
followed the muscle trauma, careful tests 
for this having been carried out. 

The patient leaves the hospital one or 
two days postoi)erativ6ly and i.s urged 
to be up and about os preoperafively, 
using l)races if nece.ssary. There have 
b(.*en no serious complications, however, 
tf'iulerness, eccliymosis and induration 
usually follow the closed procedure. 
These subside with the use of contrast 
baths, massage and ])assive motion. 
K’esidunl interstitial fibrosis does not 
develoj). In instances where pal})able 
“knots” ])ersist in the muscles jiast the 
first month, deep kneadine; elTects their 
rapid disa])j)earanee. 'I’liese eoiu]>lieat- 
inu siens and symj>toms following the 
elo^i'd surgical ]irocedure have heeii of 
m-gligihle degree since the institution of 
u-e of the power-driven instrument^. 

Proo!>..‘native repeated analysis of 


muscle power serves to establish the 
constancy of the degree of paresis. Post¬ 
operative frequent analysis of power 
serves to ascertain progress. Such analy¬ 
sis of muscle power includes the use of 
galvanic and faradic electrical currents, 
muscle action potentials, clinical trial 
ability tests, Lovett system of muscle 
grading modified to represent the power 
range in seven grades, actual power of 
muscle spring scale measurements. 

Bcsults as determined by the above 
methods of analysis are as follows: 

1. On the average there is in the mus¬ 
cle a definite increase in power sutficiont 
to be of practical value. Following the 
open surgical method a mean increase in 
power was obtained of sufficient amount 
to warrant the procedure in muscles up 
to the preoperative grade of poor. jNfiis- 
cles of grade higher than poor showed 
a mean increase in power insufficient to 
justify the procedure. For example, in 
one series of 251 selected arm muscles 
the lower graded muscles showed a moan 
increase of +1.31 grades. In the higher 
preoperative grades the mean increase is 
less the higher the grade, so that in 
muscles higher graded than poor there 
begin to be occasional losses of power. 
Thus i]i the “fair” graded muscles a 
moan loss of .26 grades resulted. This 
curve is observed in-all series operated 
on by the open sm'gical method. 

In the closed surgical method a mean 
increase in power -was obtained in one 
series of 702 arm muscles of .65 grades. 
By this method the possibility of losses 
of ])ower i.s avoided. Higher graded 
muscles do not respond as well with in¬ 
creases in power as do the lower graded 
ones. 

2. Control muscles do not improve in 
j)ower even though in the same extremity 
and subjected to the same ])eriod of 
physical therapy. For example, 310 leg 
muscles showed a change of only .06 
irrade and 270 arm muscles a change of 
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.OOi grade. Therefovo the physical 
therapeutic effect on residual paretic 
muscles is nil. 

3. Muscle action potentials show 
changes to coincide mth the increases 
in power as determined by other methods. 

4. In those operated on by the open 
surgical method, improvement in muscle 
power is greatest when the nerve inter¬ 
ruption is performed closest to the mus¬ 
cle fibers. In those operated on by the 
closed surgical method improvement is 
greatest where muscles overlay hone 
and a better spreading apart of the mus¬ 
cle can be obtained. 

5. The immediate postoperative effect 
of the open surgical method is total loss 
of power. The closed method does not 
cause this immediate loss. 

G. The mean improvement at various 
postoperative time intervals in one scries 
of selected muscles is: 



Manual 

Surgical 

1 month 

-1-.63 

-.11 

3 months 

4-1.06 

4-.75 

6 months 

4-1.23 

4-1.20 

9-12 months 

4-1.31 

4-1.54 


7. Age of the patient up to 40 years 
has no influence on the result. Above 
that ago the increases in muscle power 
arc 20 per cent less. 

8. Duration of the jjarotic state has no 
effect on the increase in power. 

9. Cranial nen’e supplied muscles 
show increases in power similar to that 
obtained in skeletal muscles. Satisfac¬ 
tory increase in power of the facial mus¬ 
cles was obtained in a case where the 
seventh nerve had been lost and replaced 
by a transplant graft of the eleventh. 

10. Repeating the procedure by open 
surgical method following an initial open 
surgical procedure has not been tried. 
Repeating the procedure by closed sur¬ 
gical method following initial open 
snrgical or dosed surgical application 


results in improvement in power but very 
little improvement in muscle grade. 

11. As muscle power increases there 
is also an increase in size of the muscle, 
and the atrophy correspondingly dis¬ 
appears. 

12. Considerable circulatory improve-' 
ment is usually noted in the extremity 
operated on. 

Observations pertinent to these studies 
include: 

1. Testing of power and extent of 
motion must be accomplished by sep¬ 
arate methods. Power may increase over 
a restricted arc of the possible passive 
extent of motion without increasing the 
extent of that arc. Hence the various 
systems of clinical muscle grading based . 
on extent of motion are not satisfactory 
as a test of power. For example, the 
overall, bilateral increase in power of the 
quadriceps, gluteus maximus, plantar 
flexors of the foot and dorsiflexors of the 
foot measured by spring scale for the 
year following the open surgical pro¬ 
cedure was from 22 pounds to 93 pounds, 
a matter of 323 per cent. The measure¬ 
ment by muscle grade however reveals, 
no change except for one gluteus maxi- 
mus from T to T+ inasmuch as muscle 
grading is based chiefly on extent of 
motion. During the year following a re¬ 
peal by dosed snrgical method on these 
same muscles, increases in power were 


as follows: 

Right 

Left 

Quadriceps . 

.. 24% 

■ 50% 

Gluteus maximus.. 

.. 30% 

19% 

Plantar flexors ot foot. 

. .103% 

59%, 

Dorsi flexors of foot... 

..118% 

96%. 


Again the measnremont by muscle grad¬ 
ing reveals no change except for one 
Gluteus Maximus from T-H to P—^ and 
one Quadriceps from P— to P. 

2. The shortening extent of a muscle 
is among other things a product of the 
number of motor units present. 
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3. Very seldom does a given innscle 
produce by itself a particular joint 
motion. These are iDroduced by a com¬ 
bination of motor units having little re¬ 
lation to a particular muscle. Thus the 
motor units are the basis for the kinetic 
function of muscles. For example; 

a. The motor units in the posterior 
deltoid muscle must cease function when 
those in tlie anterior deltoid start func¬ 
tion as the outstretched arm is swmig 
forward. 

b. Improvement in non op. med. ham¬ 

strings when femoral group, glu¬ 
tei and gastrocnemius not done..±.00 
Improvement in nonop. med. ham¬ 
strings when femoral group, glu¬ 
tei and gasti’ocnemius are done. .-f-.77 
Improvement in nonop. lat. ham¬ 
strings when femoral group, glu¬ 
tei and gastrocnemius Jiot done..±.00 
Improvement in nonop. lat. ham¬ 
strings when femoral group, glu¬ 
tei and gastrocnemius are done. .-f-.S 

Thus by muscle grade an obviously false 
picture is presented and the increases in 
2 JOwer are incorrectly designated. 

4. Anatomic variations in the attach¬ 
ments of tendons must be considered. In 
the fingers the extensor longus digitormn 
tendons frequently attach to the middle 
jdialanx and occasionally to the distal 
]dialnnx. In determination of the share 
of power of extension of the phalanges 
at the several joints atirihuted to the 
hnnhricolcs and long extensors this fac¬ 
tor is important. In a large percentage 
of individuals the extensor longus hal~ 
lucis tendon attaches to the proximal 
ifiialanx. In an analysis of toe function 
in expert jirofessional toe dancing, it is 
noted that only those individuals in 
whom this extensor attaches to the distal 
idialanx are able to 5 )erform adequately 
without box shoos. 

5. The interrelation of function of the 
viirious muscles considering the extrem¬ 


ity and body as a whole must be carefully 
kept in mind.^^ Frequently an increase iii 
power in one muscle may be otherwise 
improperly credited to another. For in¬ 
stance, the flexor muscles in the forearm 
having a flexing effect at the elbow be¬ 
cause of their attachments past the elbow 
to the humerus have on interrelated 
function with the triceps which passes 
both the elbow and shoulder joints and 
the biceps and other flexor muscles of 
the elbow some of which also pass the 
shoulder joint. 

6. Eesidual contracture of the fascial 
ligamentous structures j^roduciiig re¬ 
striction of motion and peripheral nerve 
compression type irritation interfering 
with proper nerve muscle function must 
be corrected by adequate fascial liga¬ 
mentous stretching. 

7. Muscle training should follow a 
particular sequential pattern of educa¬ 
tion through active function in the use 
of the new balance of power. This neces¬ 
sary sequential jDattern is best observed 
in the stages of development of the use 
of the muscle through use in the growing 
infant.” Thus in reediication for coordi¬ 
nate use of a new halaoice of power made 
necessary by the onset of paresis in a 
portion of the muscles, the following se¬ 
quential steps in training are necessary: 

(a) The individual separate use of 
the available motor units to produce 
power for each particular joint motion 
with all other motor units inactive. 

(b) The coordination of use of such 
power to i:>roduce a specific joint motion 
with that producing the other motions 
in the same joint. 

(c) Coordination of the use of power 
to produce the various joint motions in 
one joint with that available to produce 
the various joint motions in adjacent 
joints. 

(d) Coordination of the use of (c) 
extended to the whole body and extreini 
ties as in gait training. 
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8. Training in the coordinated use of 
mnsole po-wer can he materially aided 
hy routine exercising to rhythm. Dur¬ 
ing the early years of growth there may 
he a lag in development of the ability to 
properly coordinate the use of the mus¬ 
cles. This results in the clumsy, phys¬ 
ically inept adult who, though mentally 
alert, shies away from sports because 
he cannot handle himself well enough to 
acquire the dexterity to enjoy them. If 
such individuals acquire paretic muscles, 
the muscle reeducation is unsuccessful 
unless exercises guided by a metronomic 
type of rhythm are instituted. 

9. In certain individuals with paretic 
muscles the disability is aggravated by 
increased tone frequently associated with 
instability of the autonomic nervous sys¬ 
tem. As a prerequisite for muscle reedu¬ 
cation in such individuals muscular re¬ 
laxation must be obtained. This can be 
accomplished by routine, very slow, 
passive exercising for a period prior to 
each muscle training session. 

SUMMARY 

1. A means of increasing power in 
paretic muscles is presented. 

2. Factors necessary to consider in 
analysis of nerve muscle function are 
listed. 

3. Methods of muscle reeducation im¬ 
portant for coordinated function of a 
now balance of power are outlined. 
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StJltARIO 

1. Sc present .1 iin metodo de aumenfar 
el poder de los musciilos paresfesicos. 

2. Los factores nocesarios on el anali- 
sis do la funcion de los rausonlos de los 
nervios son ennmorados. 

3. Los metodos de rceducacion de los 
miiscnlos que tienen importancia para la 
funcion coordinada de un nuevo equi- 
libYvo de poder son deseritos. 


RESUME 

1. On presente nn rooyen d’aiigmenter 
Ic pouvoir des muscles parotiqnes. 

2. Los faeteiirs necessaires a la eon- 
sidCTation d’une analyse de la fonetion 
des muscles nervenses se sont donnees. 

3. Les methodes de la reeducation 
mnscnlaire aiissi importantes pour la 
function d’une nonvelle balance de pou¬ 
voir eoordonnee sont preconisees. 
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The Surgical Significance of the Anatomical Layers 
of the Gastro-Intestinal Tract* 

WALTER C. BURKET, M.D., F.I.C.S. 

-EVANSTON, ILLINOIS 


/tLTHOtJGH surgeons are daily su- 
AA luring the gastro-intestinal tract, 
it is apparent that the sui'gieai 
significance of its anatomical layers is 
still grossly misunderstood. Not only in 
surgical textbooks but also in articles 
appearing in our leading surgical jour¬ 
nals today, descriptive details of surgical 
technic reveal confusion of this most 
fundamental -knowledge. Consequently 
it seems important to review the subject 
and especially to emphasize the role of the 
submucosa. The errors relate to matters 
not only of the histologvjq but to the thick¬ 
ness and physical qualities of the sub¬ 
mucosa. 

The accompanying drawing (Fig. 1) 
of a cross section of the intestinal wall 
is based upon Dr. Franklin Payne Mall’s 
accurate determination of the relative 
thickness of the intestinal layers. Of all 
the layers of the intestine—serosa, longi¬ 
tudinal muscle, circular muscle, subinu- 
co.sa, nmscnlaris mucosa and the mucosa 
—it is the submucosa which most con¬ 
cerns the surgeon. No other layer of the 
intestine can bo depended upon to hold a 
suture. Between the submucosa and the 
glands of Lioberkiilm practically nothing 
intervenes. Therefore, when the intesti¬ 
nal needle once enters the mucosa, for 
all ]iractical purposes it enters the lumen 
of the gut. It is an easy matter to isolate 
the submucosa. The outer muscular 

"KditorV Jinti': The jciuiity of authors stressinj; 
the ii!i]>or!:iiife of tlie aiiatomieal layers of the (^tistro- 
intestinal trael in intestinal sur"ery. partieularly of 
the snhniiieons layer, makes this artielc very timely, 
a;a! v.liile to some it may tuiyetir elementary, it is the 
neitlcet of olcmenttiry thini;s v.hieh often leaiis to 
•lisastrolls ronscjiieia-es. 


coats strip off readily and the mucous 
membrane can he easily scraped off with 
a knife. One may also isolate the sub¬ 
mucosa by engaging the intestines firmly 
between the handles of a pair of scissors 
then pulling the intestines through the 
handles. The handles allow only the 
submucosa to pass between them and 
strip off the serosa and the muscular 
lajmrs on one side,and the mucosa ou 
the other. The submucosa is not torn liy 
such rough handling, since it is an exceed¬ 
ingly tough, fibrous membrane. It is air¬ 
tight and water-tight and is the skin in 
which sausage meat is stuffed. Catgut is 
made from the snbmucosa of the shoej). 
One may practice picking up shreds of 
the submucosa with intestinal needles 
and test the strength of the snbmucosa. A 
stitch which includes only the serosa and 
the muscular layers will pull out as 
readily as from putty and certainly 
would not hold an anastomosis, nor clos¬ 
ure of an intestinal fistula, nor an in- 
vaginated gut-end. A stitch in the mucosa 
will pull out also. If a bit of submucosa 
is included with these other layers the 
stitch will hold. A needle, on being pushed 
vertically through the wall of the in¬ 
testine, meets with considerable resist¬ 
ance when it reaches tlio subimieo.sa. Still 
greater resistance is oncoimtored if one 
tries to pass the needle horizontally 
through the meshes of the subimicosa. A 
delicate thread of the suhumcosa is very 
much stronger and belter able to hold a 
stitch than is a coarse shred of the entire 
thicknes.s of the muscular and .serous 
coats. The force required to outer the 
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submucosa with the blunt rounded end 
of the needle is sufficient to perforate it 
with a distinct jerk. To the sharpened 
end of the intestinal needle sufficient re¬ 
sistance is offered by the submucosa to 
be easily appreciated. By practice the 
surgeon will develop a sense of respect 
for the submuoosa and a feeling of secur¬ 
ity that his sutures will hold, because 
he knows that he has included sufficient 
fibers of the submucosa in his stitches. 

Dr. Samuel Gross in 1843 was the first 
to mention the submucosa. But in subse¬ 
quent years its very existence was over¬ 
looked altogether until the studies of 
Dr. Franklin Pajme Mall and Dr. Wil¬ 
liam Stewart Halsted" in 1887 clearly 
showed that it was the subiuucosa and 
only the submucosal layer that could be 
sutured. Dr. Halsted throughout the re¬ 
mainder of his life continued to empha¬ 


size this both in his writings and 
teachings. 

The intestinal wall cannot be sutured 
layer by layer. The serosa (peritoneal 
coat) will not hold a suture; as will 
neither the muscular layers nor the mu¬ 
cosa. If one realizes that the wall of the 
intestine must be magnified to a thick¬ 
ness of 4 to 5 cm. iir order to be able 
even to represent the serosa by a fine 
pencil stroke, one finds it hard to under¬ 
stand that surgeons slionld ever have 
supposed that they wore including only 
the peritoneum (serosa) in their stitches. 
It is practically impossible to suture the 
serosa; yet not infrequently in descrip¬ 
tions of operative technic the serosa is 
described ns sutured in a separate layer. 
The serosa is important to the surgeon 
because of its ability to seal off the in¬ 
testinal wound when serosa is approsi- 
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mated to serosa. Sutures of the muscular 
coats tear out. Sutures which penetrate 
the mucosa are for all intents and pur¬ 
poses exfiosed to the intestinal lumen 
contents and are endangered to con¬ 
tamination and spread of infection from 
the intestinal bacteria to the suture line. 
In order for a suture of any of the layers 
of the intestinal wall to hold, the suture 
must include a bit of the suhmucosa 
(fibro-elastic layer). Often writers have 
made no distinction between the submu¬ 
cosa and the mucosa in detailed descrip¬ 
tions of operative technic. Often only 
the term mucosa has been used when 
actually the submucosa was in mind. 

The surgeon may readily learn to 
sense the suhmucosa with the point of 
his intestinal needle and will know when 
his needle is picking up the suhmucosa, 
and to include a part of it in the stitch 
without entering the lumen of the gut. 
With a little practice one learns not only 
to pick up a thread of the suhmucosa but 
to press the needle along in the plane of 
this coat. The resistance in the latter 
case may be as great as that experienced 
in taking subcuticular stitches. The sur¬ 
geon should practice suturing the sub¬ 
mucosa on the intestines of animals and 
develop his skill thoroughly before at¬ 
tempting-to suture human gastro-intes- 
tinal structures. This would lessen the 
surgical tragedies of peritonitis from 
leakage of suture lines (perforation of 
gut wall), and the blowing out of closed 
intestinal stumps (such as closed duo¬ 
denal stump in gastric resection) due to 
tearing out of invaginating sutures wliich 
were not placed in the proper intestinal 
layer. It is possible to take stitch after 
stitcli of the suhmucosa without jjer- 
forating the suhmucosa. Just as soon as 
the subnnieosa is perforated, the suture 
lies in the mucosa and consequently is 
eximscd to soiling and fecal contamina¬ 
tion from the intestinal lumen. Every 
surgeon should satisfy himself with this 


important fact either by practicing on 
fresh-human intestines at the autopsy 
table or on dog’s intestines in the animal 
laboratory, or on fresh pig’s intestines 
from the slaughter house. The surgeon 
should train his hand by practice with a 
straight milliner’s needle or a curved 
round intestinal needle to know the feel 
of picking up and sewing the intestinal 
wall so as to pick up just a holding stitch 
of suhmucosa without penetrating the 
mucosa. Let the surgeon anastomose the 
intestine and then open the gut and 
scrape off the mucosa and see whether 
his stitches are exposed. Or he may draw 
the opened gut between the handles of 
the scissors and strip both sides clean, 
leaving only the suhmucosa with the 
sutures clinging to a delicate shred of 
this very tough tissue. According to 
Edmunds and Ballance^ in their measure¬ 
ments to determine the relative thickness 
of the suhmucosa and the muscular 
layers in man and the dog, the muscular 
layer is veiy much thicker in dogs tlian 
man, but the reverse is true in the case 
of the suhmucosa. Eventually the sur¬ 
geon rvill learn to sew without entering 
the mucosa, thus improving his opera¬ 
tive technic. 

The chief danger of infection of the 
peritoneum is from the passage of tlie 
intestinal contents (bacteria) into tlie 
peritoneal cavity subsequent to the oper¬ 
ation. Penetration of the suture to tlie 
intestinal lumen is a contributory factor. 
The occurrence of ulceration or necrosis 
of the intestinal wall at the site of the 
suture permits escape of intestinal con¬ 
tents and affords a soil suitable for the 
lodgment and growth of bacteria. iVfter 
necrosis of the serosa and subjacent in¬ 
testinal coats (oven when the necrosi.s 
does not extend to the mucous inoni- 
brane), bacteria (because of suture 
perforation), which otherwise would 
prove harmless, may reach the diseased 
tissue and find suitable conditions (nc- 
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erosed tissue) for tlieir development. In 
order to obtain a complete and firm 
closure of an intestinal opening, formerly 
it was custoniaiy to turn in several rows 
of sutures of the inte.stine one over the 
other, thus turning in a considerable 
e.vtent of the intestinal wall, the circula¬ 
tion of which was thereby greatly im¬ 
paired. The extent of the tissue slough 
of the intestinal wall was increased with 
consequent greater danger of infection 
and obstruction to the passage of the 
feces which accumulated at or above the 
site of the suture, thus increasing the 
tension on the sutures and endangering 
their separation. Surgeons know now 
that a suflicicntly firm ciosure of the 
intestinal wound may he made without 
so much iiiturn. Although recoveiy may 
occur after penetration of tlie intestinal 
lumen, the pcneti'ation may lead to seri¬ 
ous consoqncnccs and should fao carefully 
avoided. It is important to appreciate 
the moment wliou tlio needle poiiit comes 
in contact with the submucosa. Bj' ob¬ 
serving this one can guide the needle so 
as to include a bit of the subraucosa with¬ 
out penetrating the mucous coat. Of 
no loss importance in guarding against 
peritoneal infection is the necessity of 
including in tlie final row a bit of the 
submucosa. 

Stitches which do not enter the mucous 
coat become ultimately subperitoneal 
loops (long before the turned-in-flangc 
has flattened out). Uninfected, they are 
cast outwards and do not discharge into 
the lumen of the intestine. Pei’forating 
stitches usually ulcerate into the bowel. 
One may find perforating .stitches hang¬ 
ing in the lumen of the bowel weeks after 
the anastomosis and even after the in- 
turned flange has nearly disappeared. 
There is an infected sinus formed by the 
tract of these stitches until they are re¬ 
leased into the lumen of the bowel. These 
infected perforating stitches show an 
inflammatoiy reaction to (he bowel wall 


or even small abscesses about the thread. 
Some of the penetrating stitches may cut 
their way outward and after they have 
pulled through the mucosa the sinus 
tract may become sealed from within and 
the suture pass on to tlie peritoneum in a 
clean way. The more perfeetl}’ the in¬ 
testine heals, the more stitches come to 
the peritoneal surface and the fewer 
omental adhesions form (even no ad¬ 
hesions may form). If we remember that 
every perforating stitch is a source of 
danger, however slight, as well as a 
menace to the circulation, our etlorts wil! 
be directed toward the suppression of 
unnecessary stitches and the cultivation 
of the sense which makes possible the 
appreciation of tlie resistance offered by 
tlie submucosa to the needle’s point. 

In tlie Fredet-Bamstedt operation for 
pyloric stenosis in infants the tumor is 
divided domi to the submucosa, and not 
to tbe mucosa as articles on operative 
technic so frequently state. Should one 
divide tlie wall of the stomach or the 
duodenum to the mucosa, the gut would 
be perforated as tliere would be nothing 
to hold. The subraucosa is a firm fibi'ous 
layer tiiat is not easily perforated with a 
blunt instrument. A sliai-p instrument 
or a scalpel will quickly cut through. 
Tills is an important point to remember 
ill doing the Fredet-Bamstedt operation. 
Another pertinent detail is to locate tlie 
submucosal layer on the duodenal side 
as well as the gastric side of the pyloric 
tumor so a.s to split the pyloric tumor 
from both ends and thus be certain safely 
to divide tlie last tumor muscle fibers 
without perforation of the gastro-intes- 
tiiial tract. 

SUMM.MtY 

(1) The submucosa is the most im¬ 
portant gastro-infestina! sur¬ 

gical teobnio. 

(2) It is impossible . 
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serosa alone or the intestinal "wall in 
layers, as frequently advised by authors. 

(3) Stitches Avhich include nothing hnt 
the serosa and muscular coats alone tear 
out easily and are not to he trusted. 

(4) Each stitch should include a bit 
of submucosa. A thread of submucosa is 
much stronger than a shred of the entire 
thickness of the serosa and muscularis. 

(5) It is not difficult to familiarize 
one’s self with the resistance furnished 
by the submucosa to the point of the 
needle and it is quite easy to include a 
bit of this coat in each stitch as to suture 
the serosa and the muscularis alone, and 
lo take up a small bit of the submucosa 
without entering the lumen of the in¬ 
testine. 

(6) One can suture the submucosa 
stitch after stitch without perforating 
the submucosa or entering the mucosa. 

(7) If the submucosa is perforated, 
the intestinal lumen is almost certainly 
entered. 

(8) Sutures which do not perforate 
the subinucosa or penetrate the lumen 
of the intestine eventually become sub- 
peritoneal, while sutures which perforate 
the bowel usually ulcerate through and 
are discharged into the lumen of the 
intestine. 

(9) The chief danger of peritoneal in¬ 
fection is from perforating intestinal 
sutures or leakage fi'om sutures which 
do not hold, or the blowing out of in- 
vaginatod stumps, usually because the 
sutures have not been placed in the 
pro])er layer, t.c.. they have not included 
a bit of the submucosa. 

10. In the Frcdet-Eamstedt operation 
on, infants the pyloric tumor is divided 
down to the subnmeosa and not the 
mucosa. 

(11) Surgeons would do well to prac¬ 
tice the suture of fresh human intestine 
at the autopsy table or dog's intestines 
in the animal laboratoiy or fresh pia'.s 
ant from the slaughter house so as 


to master the suture of the submucosa 
before undertaking human abdominal 
surgery. ' 
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SXJAIARIO 

(1) La submucosa es el tejiclo o capa 
gastro-iiitesthial mas importaute, on la 
tecnica chinrrgica. (2) Es imposiblc 
suturar la serosa solamente o tocla la 
pared intestinal por lamiuas, como lo 
recomieuclan ciertos autorcs. (3) Suturns 
que incluyen solamente la lanrina serosa 
y la muscular se rompen facilmente y 
no se pueden confiar. (4) Cada siitura 
debera incluir algo de la subniucosa. Un 
hilo de la submucosa es mas fuertc quo 
una porcion de las laininas serosa-mus¬ 
cular. (5) Es nada dificil farailiarizarso 
con la resistencia quo ofrcce la subnni- 
cosa a la punta de la agiija y es facil 
incluir algo de esta lamina con cada 
sntura, con mas ventaja incluyendo algo 
de la subnmeosa sin penelrar el canal 
intestinal. (6) Se puede cerrar la sub- 
mucosa de puntada a pmitada sin per- 
forarla y sin ontrar la mucosa. (7) Si 
.*^0 trasjjasa la submucosa casi siempro 
se ])enotra el canal intestinal. (8) Su- 
turas (]ue iio traspasan la subniucosa y 
no pcnctran cl canal intostiiial quedaii 
suhperitoneal, mientras que suturas quo 
pciu-tran el canal intestinal goneralinenle 
sc ulccran dontro do la cavidad o canal 
intestinal. (9) El ju-incipal peligro do in- 


TTALTEj: C. BVBKST 


407 


feccioii peritoneal procecle de sutiiras que 
perforan el intestino con filtracion y repa- 
i-acion debido a la falta de seguridad o por 
sutnras que se separan por que no fueron 
proplamente incluslvas de la submucosa. 
(10) En la operacion dc Predet-Eam- 
stedt en infantes el tumor pilorico se 
divide incluyendo la submucosa y no la 
mucosa. (11) Clrujanospuedenpracticar 
la sutura intestinal durante autopsias o 
trabajo de laboratorio en los intestines 
de perros y denias para adquirir babili- 
dad y dextreza antes de liacer la cirugia 
abdominal linmana. 

EfeUME 

1. Dans la technique chirurgicale, la 
sous-muqueuse est la couehe la plus 
import ante. 

2. II n’est pas possible de suturer la 
sereuse soulo ou les differentes couches 
intestinales separement ainsi que le 
reconimandent beaucoup d’autours. 

3. On no peut pas se fier a des points 
qui n’interossent que la sereuse et la 
inusoulouse seul. Ces points dochiront 
faoilement la paroi intestlnale ot se 
detachent. 

4. Chaque point doit inolure un peu 
de la sous-nraqucuso. Los points intcrcs- 
sant la sous-muqueuse sent plus forts 
que eeux qui interesse toute I’epaisscur 
de la sereuse et de la innscnleuse. 

5. On peut inclnre dans'le point, la 
sous-muqueuse sans leser la muqueuse. 

6. Si la sous-muqueuse est perforce, 
la lumiere intestinale est presque cer- 
tainement cnvahie. 

7. Les sutures qui no perforent pas 
la sous-muqueuse ou qui ne penefrent 
pas la lumiere de I’intestin deviennent 
avec le temps sous-peritoneales; cellos 
qui penetrcnt la lumiere de l’inte.stin 
ulcerent la muqueuse et sont .iotoes dans 
I’intestin. 

8. Le grand danger ( 
toneale est les sutures i 


paroi intestinale on le relachemont do 
sutures pennettant I’echappement -dn 
continu intestinal dans la camte peri- 
toneale. 

9. Dans I'operation do Fredet-Eam- 
stedt snr les onfants pour tumour 
l)ylorique, I’incision interesse la sous- 
muqueuse et non la muqueuse. 

10. Les chirurgiens devraient s’en- 
tratner pour la suhrre intestinale a la 
table d’autopsie, snr des ohiens ou sur 
des boyaux de pores afin de passer 
maitre dans la suture de la sous- 
muqueuse. 

Bhboah 

(1) B »:ej[yAno'iHo-Knine‘moil xnpyprun 
noAc;ni3«cTafl odo.ao’iKa nD.’inexcn casiUM 
na^KHUM c.ioeii. 

(2) Couepmeinio iieuosMOJKHO cmnit. to.xi.- 
Ko cepoacyK) •o6o;io'iKy (peritoneum) njiii 
'Alt ciunTt Kiiine'iiiyK) cteiiKy caofi sa cjoeM, 
KaK coBexyeTca MHornMn aBTopawn. (3) 
UIbli, BK;iK>Haioinne tojilko cepoaiiyio u 
MwiiienHyio o6ojioHKy, jictko BUptiBaroTcn ii 
^iBviniOTCii oxeiit HenaACHriiUMn. (4) Kaa:- 
Awft uiOB AOviuien BrjiioMiixt 'lacxi. noAcnu- 
3iiCTon odOviOMKii. Oaho boaokho noACAn- 
3iiCTOft 060AOAK11 ropasAO Kpenne >ieii bca 
TOAD tiiHa ceposnoft n Mume^uolt oCo.io'ieK. 
(5) OueuLAerKo pasuoanaTi. conpoTimAeuiie 
OKaauBaeMoe noACAiiaiicxoft oSoao'ikoA oct- 
pnK) urOAKii. BnAioinTt ncMiioro axort oGo- 
AOHKir B Ka:KAOM luce xaK Mce Acrico, Kai: ii 
ciuiiTi, xoAbKo ceposuyio n MLime'inyio odo- 
Ao*iKn. Ho saxBaxnxL noACAiiancxyio oOo- 
AO’iKy iiaAO xai:, ‘ixodti ae nponuKnyxL 
BiiyxpL KnuiKii. (6) BosMoacno ciunxi. noA- 
CAtisncxyio odoAOXKy iuob aa iiibom Gea 
nep(popaunn axoro caoa u Cea aaxBaxuBaHJUi 
c.xu3Hcxofi oGoAO’iKir. (7) Ecah nponaoni.xa 
nep<I>opaunA noACAuaiicxoft oGoaoukh, xo 
G eaycAOBno nroAiia npouuKiiyAa miyxpf. 
KituiKH. (8 ) IETbij, Koxopue lie nepijiopu- 
pOBOAii noACAnsucxyio oGo.xo'iKy n ne iiomAn 
cHj'rpi. KiruiEir, no3A;e ACAaioxca cyGncpii- 
xoniiaAfciiUMii. ninu 3i:e npoinijraioiuJie b 
K nuiny oGpaayioT Asuy ir BtiACAAioxcn enyxpL 
Kuuiuii. (9) OnaciiocTi. nepiixoncaAUion 
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cic.ia,noK Kinueuiiaro oOpyoKa, 0{5pa30BaH- 
!ii.tx iienpaBii.ir.no c^^e.iannHMu uiBaMn, t. e. 
iJiBaJtir KOTOpHe iie saxsaxn.m ciiisncTyK) 
oCoao'iKy. (10) Ilpii onepapnii cPpe^'^eT- 
PancTCATa iia M.ia,^ennax, onyxoat Pyzo- 
rus’a pa3pe3i.inacTca ;^o no;i;can3ncTou a He 
AO canaiicTofi oCo.iobkii. (11) npcAnpii- 
itarna aroro nina n aeaoBe’iecKOH OpiouiHOil 


xnpyprnii, noaesno nroCw xnpypr ynpaac- 
Hflaca B HaKaa^ice axoro nina na cneaccM 
'leaoBe'iecKOM Kitmeamnce npu xpviiHOM 
i!CKpi.ixiiir, nan ace na co(3a'ii.eM Kiiuie'iniiKe 
B xnpypni'iecKiix aauopaxopnax nan ckc iia 
CBcacen CBnnnoM Kmne'innKe b dofinax. 
TaicuM o6pa30M on noacex ycoBepiuencxno- 
iiaxi.ca B naKaa^B'e axoro noAcanancxaro iiiBa. 


BOOK REVIEWS 


Dental Treatment of Maxillo-Facial Injuries. W. 
Kelsey Fry, P. Eae Shepherd, Allen C. McLeod, 
Gilbert J. Parfitt and F. P. Fraser, 443 pp., pro¬ 
fusely illus. $6.50. J. B. Lippincott Co., Phila¬ 
delphia, 1944. 

In .approaching this text on m.axillo-facial injuries 
and the dental treatment thereof, one feels that the 
authors, one of whom gained a vast experience in the 
past war, could not write anything but what would 
lie of inestimable value, based on scientific experi- 
mice and results. 

Like all British texts, it is cxtremclj' readable and 
demonstrates clearly how many trivialities in major 
repair can bo of the utmost importance to a good end 
result. _Tho chapter on bone repair and complications 
is particularly impressive. This portion of the work 
will help the oral surgeon as well as the general 
plastic surgeon. 

In the diseu.ssion of the difTcrent tyi)es of fractures 
1 feel that too little stress has been laid on the modern 
fixation splint, as the wiring procedures, which arc 
thoroughly demonstrated and approved, do not, in 
my opinion, seem as applicable in extreme facial in¬ 
juries where the odentulous mouth has to bo dealt 
with. The attention to detail in each case seems to be 
very important, and I infer that authors are more 
concerned with a good compensatory function than 
with a good cosmetic result in the permanent repair. 

In summarizing the many good features of this 
book. I feel that the authors have portr.aycd for us in 
detail all that pertains to that better class of surgical 
and dental treatment. I have not hesitated to recom¬ 
mend it to my senior students for review and reference. 

Varicose Veins, Hemorrhoids and Other Conditions; 
Their Treatment by Injection. B. Bowden Foote, 
Physician in Chnrge, Injection Clinic, Boya! Water¬ 
loo Hospital, London. 119 pp., 54 illus. H. K. 
Lewis & Co., Ltd., London, 1944. 

Tills compact volume on the treatment of varicose 
veins and hemorrhoids by injection is a valuable addi¬ 
tion to the literature on the subject. The author feels 
that the pendulum has swung too far in the direction 
of surgery, and that many cases can be treated by 
injc'-tion alone. This is a healthy outlook and an 
imporfar,; one to itnpro.ss on the minds of modern 
practitioners. The author is very enthusiastic about 
the injection tri-atment of hemorrboids, and this 
chapter is p.'irtieularly well don.-. Caution should !>•■ 
used, hre.-cver. in aeci-pting his recommendations for 
its I’sc in th.e tre.atmei.; of hydrocele. 

Ti e re-.'iewcr qufstior.? the dogmatic st.atcmcnt that 
the farh'tr.e fc.".;ora! junction is two inches below 
P'.ut r.rt’s ligana nt. .A.l;hou::h this is true in most 


instances, he has noted quite a bit of variation in his 
dissections .and surgery .as to whero this junction may 
be located. Fig. 5 on page 7 clearly illustrates the 
v.ari.ations in the tributaries of the internal .saplicnoii.s 
vein and demonstrates the erroneonsness of flic pre.scnt 
belief tliat five such tribut.aries must be found. 

Chapter III, written by Bodney jr.aingof, on oper- 
live treatment of varicosities is excellent. The re¬ 
viewer was ospcci.allj' happy to note the writer’s rccoin- 
mendafion that varicose vein surgery should be done 
in the operating room, and not bo pushed aside as a 
dispensary procedure. 

On the whole, the book is very well done, containing 
v.aluable informntivo diagrams on the anafomj’, tests 
and procedures. It is highly recommended to every 
physician .and surgeon interested in sclerotherapy. 

Reconstructive Surgery of the Eyelids. Wendell L. 

Hughes, M.D. GO pp., 30 pi. C, V. Moshy Oo., 

St. Louis, 1943. • 

This compact but eomprehensivo volume, which was 
the author’s thesis for admission to the American 
Ophfhnlmological Society, presents an extensive and 
complete historical survey of flic subject from tlic time 
of Cclsus until the present. An excellent bibliograph¬ 
ical survey supplements the text. Numerous line 
photogr.aphs and diagrammatic sketches of operative 
procedures enable the beginner or the .advanced stu¬ 
dent of the subject to acquire information on opera¬ 
tive technics both past and contemporaty. 

The author presents his own method of hlcpharo- 
poiesis with case reports and photograph.s, pointing 
out steps in technic that gave imperfect rc.snits. In 
addition the author refers the reader to .seven motion 
pictures depicting the cases and procedures cited m 
the text. 

Extensive name and subject indices supplrmeiit tins 
desirable volume. 

Hrological Surgery. Austin I. Dodson, Professor of 

Urology, Medical College of Virginia. T6S pp., 

illus. $10. C. V. Mosby, St. Louis, 1944. 

Surgical problem.s of everyday urologic practice are 
e.vcelicntly presented in this new volume whieh provides 
a valuable supplement to existing works on 
eifilos and prnctiec of urology. Dc.signed to fit t le 
nt.e(i,s of the general surgeon, the diagnosis amt 
p.ithidooy of the urogenital .system arc touched upon 
a-, all aid to the .surgeon who lacks ba.sic framing m 
urology. 

The anatomy of the urogenital tract, o.xammation 
aioi pre- ;ind postoperative care introduce the di-cns- 

(Continued on pope d03} 


The Use of Praeputium Skin in “Structive” Surgery 

J. F. S. ESSER, M.D., F.I.C.S. (Hon.) 

MONACO 


I N this paper is presented for the first 
time the use of the praeputium in 
“structive” surgery, which has been 
used hy the author on several occasions 
wdih marked success. The praeputium is 
the only skin that is more than superflu¬ 
ous; i.e., it increases the danger of in¬ 
fection. This is the reason why Moses 
wisely ordered circumcision as a re¬ 
ligious act, since this is a sanitary 
precaution and lessens the danger of 
infection. Such was the opinion also of 
Mohammed and other loaders. In Eu¬ 
rope and in the Northern countries gen¬ 
erally, oironmolsion is not prevalent 
because the danger of infection is less 
than in hot countries. 

I introduced the use of the praeputium 
for restoration of different defects any¬ 
where on the body, limbs or face, and 
also for holes in the palate and especially 
nose defects. I never transplanted it 
freely, but I always attached it pedicled 
either to the palm of the first or fifth 
metacarpus, to tips of the fingers or to 
the wrist. After it had grown together at 


the place of attachment, it was cut from 
the penis and brought to the desired 
place, attached to the existing or pur¬ 
posely made wound. After it had healed 
there, it was separated from the hand. 

One important advantage is that the 
praeputium may he employed by the gen¬ 
eral surgeon, who is inexperienced in 
cutting pedicled grafts, since it is flexible 
and suits any form of wound. It may be 
used for grafts on x>enis, urethra and 
bladder (ectopy). 

I give the following advice to those 
who intend to repeat these operations; 
Tell the patient never to mention that 
the praeputium has been used for bis 
face. I once had a case in which I made 
a new nose for a soldier. "Wlien he told 
his comrades that his nose had been made 
from praeputium, they never ceased to 
tease him about it and to make offensive 
remarks and jokes about the reactions 
on Ids fiancee. He was so incensed hy 
this that after several months he insisted 
on having another nose made. 

Patient K had lost almost his entire 
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nose (Fig. Kl). Fig. K2 shows the posi¬ 
tion of the praeputixnn iinited with the 
wrist and still retaining a pedicle to the 
penis. Fig. K3 shows the praeputinm 
attached to the wrist onlv. In Figs. K4 
and K5 we have the praepntmm already 
forming the nose. 

Patient A had lost his right eye and 
the whole of his nose (Fig. Al). An at- 
tenijtt had been nnsnccessfully made 
elsewhere to construct his nose. A part 
of this flap had resisted necrosis but 
was not sufficient to make a nose. Fig. 
A2 shows the application of the prae- 
putium which entirely covers the new 
nose. Corrections had still to be made 
on the nose, upiier lip and eyelid when I 
wont away. 



Fi;:, A I. View of pntioiit wlio iouJ lost Iiis rigiit eye 
mill tlio ^v]lole of his tuisc. 2. Ayipliontiou of the 
jirocputiuin. ■\\hieh entirely eovers the new nose. 


Patient KO liad the tip of the nose 
missing. It was restored by a jiedicled 
jn-aeputium transplantation, as seen on 
pliotograpli Kt) 1-2. 

SF-AIMAIlY 

Usi' of the i>vaeputinm skin is reeom- 
mended for juirjioses f)f I’ecoiistrnctive 
'■■urgtuy fur defects anywliere on the 
iiody. limbs nr face. However, the pa- 
lii-nt is cautii'iied never to mention timt 


praeputinm skin has been used for the 
face. Three cases of its successful use 
are presented. 



KO (1 and 2). Restoration of missing tip of the nose 
by a pediclcd jiTacpiitiiim transplant. 


SU^tARIO 

El uso del propucio se recomionda on 
la cirngia de reconstrnccion de los do- 
foctos donde se oncuentren on ol cuerpo, 
extremidades y de la earn. 

En todo caso se dohe advertir al 
paciente no hacer men cion quo la piel de 
prepncio fne cmploada para defocto do 
la cara. Tres casos do nso y do exito 
son presentados. 

RESUME 

L’omploi du prepneo ost reconnnando 
pour la cliirnrgie reconstructive de 
defauts de ditferontes parties du corps, 
mombre ou figitre. TjC malade niiiinti- 
endra sous silence I’origiue de la groffe. 
L’autour presente trois cas. 

BunoAhi 

Pei:oMeii,tyeTc;i ynoTpcC.icinie itoticit npiiri- 
iiefi ii.iOTii (preputium) a.ui liOccT.'iiion.iciiini 
iiCAOCTaTKoi! Te.ia, iconc'tirocTcri it 
OAiiaito, iieooxo.jitMo npeAynpcAiiTt. na- 
uncnxa, inutorAa iie ynoMiiiiaTi., 'ixo i:o:f;a 
icparuicri n.ioTii oi.t.ia ynoTjicb.ieiia .t.rii -iioiiE 
Oniicain.1 Tjm c-rynaji yciiciimaro ytiorpe- 
'■'•icinin hTofi Koarii. 
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/V T Naples in Italy in 1500 an orgaii- 
izatiosi of seientists metfor the first 
time. At least this was the origin 
of scientific societies unless we conceive 
that the Hippocratic school on the island 
of Cos was in e.sseuec a scientific medical 
organization. The first scientific society 
to be formed in Groat Britain was estab¬ 
lished in 16G0 and began to publish its 
transactions in 16G1. Here were pub¬ 


lished the first imijortant works of 
Leenwenhoclt and Malpighi. 

The first medical congress was opened 
at Rome on March 10, IGSl, and lasted 
until June 8, 1C82, with three or four 
meetings each month and with a total 
attendance of 4G physicians. 

In the United States the first medical 
organization.s appeared in Boston in 
17.15, New York City in 1749 .and Phila¬ 
delphia in 17G5, after which they fol¬ 
lowed rapidly in many ea.stcvn and New 
England states. 

As the science of medicine advanced 
and as sjiecialization appeared, organ¬ 
izations began to be created for the dis¬ 
cussion of spocinUstio sulDCcts. Long 
before the special societies wore formed, 
however, the American Medical Associa¬ 
tion appeared in 1S47—jnst fifteen years 
after the organization of the British 
Medical Association. The chief purpose 
of the organization of the American Med¬ 
ical Association was the imi)rovoment of 
the then disgraceful status of medical 
education in the United States. With 
the foi-mation of the American Medical 
Association came the adoption of “The 
Principle.s of Ethics"—the American 
form of which was drafted by Isaac 
Hays, Hr.sl editor of tlie American Jour¬ 
nal of Vfedical Sciences, in Philadelphia. 

These are the simple beginnings of the 
organization of physiciams in the United 
States. An analysis of medical organiza¬ 
tion in the United States s'' ■ c ■ -ued- 
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tion, if not even the most over-organized 
of all occupations. 

Our fundamental organization for 
scientific, economic and representational 
purposes is the county medical society. 
The American j\Iedical Assoeiatioii is the 
most democratically organized group in 
the nation. Its county medical societies 
elect representatives to the state medical 
societies and they, in turn, elect their owm 
representatives to the House of Dele¬ 
gates—the election being wholly on a 
proportional basis. In the House of 
Delegates are made the policies that 
guide the Board of Trustees and the 
onicers of the Association. Such func¬ 
tions ns they undertake arc Avholly within 
the limits set by the House of Delegates. 

For scientific purposes the American 
^ledical Association is organized into 
scientific sections rejDrcsenting all of the 
medical specialties. Surgery is included 
in no less than five of these sections 
specifically and in most of the others 
partially. Thus the Sections on Surgery, 
General and Abdominal; on Obstetrics 
and Gjmecology; on Ophthalmology; on 
Larmigology, Otology and Ehinology; 
on Urology and on Orthopedic Surgeiy 
deal specifically with surgical subjects 
and in some instances with medical sub¬ 
jects as well, whereas the Sections on 
Xeurology and Psychiatry, Dermatology" 
and Syphilology, Pathology and Physi¬ 
ology, Eadiology and Anesthesiology" 
are also concerned in many' of their dis¬ 
cussions with .mrgical subjects. In addi¬ 
tion, the Scientific Exhibits of the Amei‘- 
ican ^ledical Association and the Gen¬ 
eral Scientitic Assemblies give much 
.■itlention to snrg(U‘y. While these Sec- 
tio))S are organized largely with a repi'e- 
sentation fd' specialists among their 
ofueeJ's and their ex(*cUiive eoniinittees. 
their a]ipenl i.- ]>)-iniarily toward extend- 
iuig to the genci'al practitioner the .ad¬ 
vances that are inaile in the special 
branches of niedicitie. 


IMedicine in the United States is also 
organized for medical educational pur¬ 
poses. To meet the needs for educational 
controls, there are such groups as the 
Council on Medical Education and Hos¬ 
pitals of the American jMedical Associa¬ 
tion, whose functions are wholly judicial 
and advisory", the Association of Amer¬ 
ican IMedical Colleges, the Federation of 
State Licensing Boards, and the indi¬ 
vidual colleges and licensing boards 
throughout the nation. Their functions 
are concerned primarily" with educating 
y'oung men to the point at which the 
degree of doctor of medicine may" be con¬ 
ferred upon them and, thereafter, 
through the state licensing boards to 
determine that the candidate reaches a 
minimum standard of knowledge in the 
diagnosis and treatment of disease. 

»So great, however, has been the ad¬ 
vancement of medical science in recent 
years that specialization has increasingly 
modified the form of medical practice. 
There has always been specialization in 
the practice of medicine. Even Herodo¬ 
tus wrote of ey'e specialists among the 
ancient Egyptians. In the time of the 
ancieiit Greeks there were some physi¬ 
cians in the school of Hippocrates recog¬ 
nized as especially proficient in certain 
arts and in certain practices in the med¬ 
ical field. In the Oath of Hippocrates the 
physician pledges himself not to cut for 
stone but to leave that to tlioso who are 
skilled in that art. Variously it luis 
boon e.stimated that there arc today' in 
the practice of medicine in the United 
States approximately" 60 ])er cent of gen¬ 
eral practitioners and 35 per cent of 
specialists. In 1932 the distribution oi 
physicians in specialties indicated 43,000 
out of a total of about 100,000 in prac¬ 
tice. Of lliese, almost 13,000 were sur¬ 
geons. Exact figmres are not available 
bccjiuse as yet, even with the existence 
of till' cm-tifying boards in the specialties, 
the d(-mareation from one specialty to 
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another is not quite exact. The tendency 
would seem to be more and more toward 
placing upon the certifying boards in 
the various specialties the rcspon.sibility 
for the necessary investigations and ex¬ 
aminations to indicate that a young man 
is qualified to practice a specialty. 

Few of the public understand the sig¬ 
nificance of certification. A surgeon who 
is qualified by the American Iloard of 
Surgery receives a document repre.sent- 
ing participation by seven surgical or¬ 
ganizations. The document indicates 
that the moral and ethical standard of 
the surgeon is satisfactory to the Board, 
that he is a member of his national med¬ 
ical organization, that he has limited liis 
activities to the practice of surgery, that 
he is a graduate of an approved medical 
school, that he has completed an intei-n- 
slup of not less than one year in an 
approved hospital and that ho lias had a 
period of special training in surgciy of 
not less than five years thereafter. That 
period of special training shall have 
placed emphasis on the basic medical 
soioncos and shall have included ade¬ 
quate operative experience in wliich 
the candidate has assumed the whole 
responsibility. 

No doubt ilie time will come when 
every practitioner of surgery in an ap- 
pi'oved hospital in the United States 
will liold the certificate granted by such 
an examining body. In the iiitci-vening 
period the public must select a surgeon 
on the basis of his repute among his 
fellow practitioners, his jiosition on the 
staff of an approved hospital, and such 
knowledge as it may he able to secure 
as to the training which he has had for 
the practice of surgery. 

There are in the United States at this 
time more organizations in tlie field of 
surgery than in almost any other med¬ 
ical specialty. The reason is obvious to 
the surgeon if not to anyone else. The 
development of surgery made it at first 


the child of a single parent—-nan 
anatomy. For a long time the loj 
route to success in surgery began 
the teaching of anatomy and praetic 
cadavers. With the advaneemcnl 
medical science throiigh various ep( 
surgery began to partake moi'e and i 
of the knowledge of the other basic i 
ieal sciences. The evolution of the p 
tice of .surgery from the anatoii 
through the pathological and hacti 
logical period.s to a surgciy that is 
inarily physiological is one of the i 
interesting records in the histois 
medicine. A surgery that was primi 
ha.scd on anatomy was primarily a t 
rather than an art and a science, 
the early yeai's of the nineteenth oen 
surgery consi.sted of a few operat 
lierfonnod on various portions of 
body according to a strict routine 
down by some surgical master. The 
gical oponynis proceed from A1 
operation, whicli is a Intoi'al iulosl 
anastomosis niado witli rings of cal 
through Bassini’s technic for the rac 
cure of inguinal liernia, Billroth’s 
and second gastrectomies and the Frt 
Rnmstodt operation for pyloric ster 
on to the Kraske operation for ei 
noma of tlie rectum, the McBurney o 
atioii for appendicitis to Pirog 
amputations, Wyeth’s removal of 
hip and Young’s prostatectomy, 
doubt it will ever be the ambition < 
technical surgeon to attach his naui 
.some technic so that the surgeon of 
future will always recall him as he dc 
incises tlie skin with an “S” shapei 
horizontal inoi.sion, jnits on a J1 
clamp or a Deaver scissor. I supi 
that after the honor of remaining 
mortal through a surgical tec! 
cponymic pennanence by a clamp, i 
sor or a draiuago apparatus is q 
secondary. 

The period of anatomy was apr 
followed by the influenc" na 
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In the history of surgery, pathology nury 
■well he called the judge that certifies to 
the child's legitimacy. It was a great 
day for sui-gery wlien medical organiza¬ 
tion was aide to insist on examination by 
the pathologist of every tissiie removed 
during a surgical o])eration. For the pro¬ 
tection of the puhlie no other step has 
been more significant, Imt the true ad¬ 
vancement of surgeiw came with the 
development of anesthesia and asepsis. 
Xow for the first time there entered into 
the picture of surgeiw an element to 
which f.ar too few human beings gave 
adequate consideration. I refer, of 
course, to the element of time. Without 
anesthesia and asejisis the surgeon had 
to work far too rajiidly for the safety of 
his patient. Today a delicate plastic 
operation on the hand, the removal of a 
tumor from the brain, an intricate opera¬ 
tion within the abdomen or the chest may 
require liours and hours, during which 
anesthetics relieve the jiatient from jiain, 
asepsis insures him against infection, 
blood plasma and blood transfusion con¬ 
trol shock’and hemorrhage, and the sur¬ 
geon can take his time. With the need 
for haste removed from surgical pro¬ 
cedure, it became possible for the sur¬ 
geon to study carefully the steps taken 
during a surgical operation. With this 
change came accent on restoration of 
normal function rather than on removal 
of pathological tissue. 

^Modern surgery demands a Ijasie 
knowledge fai- beyond amihing that was 
required of the surgeon in a iirevious 
generation. I need only refer, for cx- 
nnqde, to the fundamental studies that 
:\ro now being made on the treatment of 
the hy)iertro])hied jirostate gland. The 
technic of treatment used today as com¬ 
pared with the ]trocedures of a previous 
generation reveals emjihasis now on the 
r.-e of glandular sulistanees to control 
of the aspects of prostatic hyper- 
troplr-Mransureihral electric coagulation 


in many instances of pure hypertrophy, 
and reservation of surgical procedure to 
those cases in which proper biologic con¬ 
trol cannot he had by the combined ttp- 
proach that has been mentioned. iMncli 
the same approach is had in the modern 
control of cancer, using chcmiciil forces, 
physical forces, glandular and surgical 
forces. These scientific interpolations 
are made in this address merely to pro¬ 
vide groundwork for the emphasis to 
come on education in surgery. 

The cdncatioti of a modern surgeon is 
pointed definitely toward certification by 
the American Board of Surgery. Once 
the embryonic surgeon emerges from the 
formative stage with the birth certificate 
that entitles him to live in the surgical 
atmosphere, he begins truly to partake 
of surgical pabulum. Now his morniugs 
are spent in tlie operating room, his 
afternoons in visiting his patients and 
in conferring with those who visit liim, 
his evenings (unless there are emergen¬ 
cies) poring over surgical periodicals 
and participating in surgical meetings. 
Tims ho need not suffer any deficiency 
diseases from a lack of snrgiciil nourish¬ 
ment. Surgical societies are innumerable 
and most of them liave their own 
periodicals. 

Among the educational activities avail¬ 
able to tile young surgeon emphasis must 
be placed first on the liospital conference 
in which the rc.sults of pathologicjil study 
ajiplied to specimens removed at opera¬ 
tion or at postmortem become avaihihle. 
Participating in the hospital conference 
are the internists, the clinical ])athol- 
ogists and the roentgenologists who 
hejir willi tlio surgeon part of the burden 
for <lijignosis—occasionally some of the 
Imrden for the treatment. 

ff till' surgeon is resident in a large 
city or near Ji larije city, he has his own 
iot'jil siuwieal society like the Ciiicago, 
New York and Washington Surgic.nl 
Associations. In a few of our larger 
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states there are state surgical societies 
and in not a few of the state medical 
societies special sections are devoted to 
surgery. Then come the regional sur¬ 
gical societies with the 'Western, the 
Southern, the Pacific Coast, the South¬ 
east, tlie New England, the Nortli Pacific 
and similar groups. Still lugher on a 
national scale are the Amei'iean Surgical 
xVssociation, the American College of 
Surgeons and the International College 
of Sui'geons. But even beyond these 
groups come the clinical clubs, the inter- 
urban societies, and still smaller units 
of the self-selected and self-anointed 
who travel about and visit each other’s 
clinic for scientific hnowlcdge, social re¬ 
lationships and perhaps also a little 
political maneuvering. I have purposely 
avoided any attempt to list the innu¬ 
merable special societies in orthopedic 
sui'gcry, nrologj', thoracic surgeiy, gyne¬ 
cology, and whatnot. Some time ago I 
found that there were thirty-two medical 
meetings in a given montli in the city of 
Chicago, and the doctor who wished to 
do so, could have spent each of his nights 
and most of his days sitting in some sur¬ 
gical eonfcreucc. 

The motivations for organization in 
medicine are many. Tlioy include not 
only the purposes to which reference has 
already heen made but no doubt also the 
tendency toward exhibitionism that is 
invai-iably a part of the cliaracter of 
every virtuoso and the desire for 
recognition that is satisfied by the para- 
piiernalia, regalia and alphabetical ap¬ 
pendages inlici'ent in membership in 
many of these societies. No doubt the 
time Ims come when every young man 
trembling on the fbrcshliold of entrance 
into medical practice must scan with 
skepticism and seientifio raeticnlousncs.s 
the various appeals for Ids membership 
and his participation in medical or¬ 
ganizations. 

The needs for continuous education in 


surgery cannot be doubted. In a rec( 
survey eoudnoted under the auspices 
the Council on Jledical Education a 
Hospitals of the American Medical As 
ciafion and its Committee on Postu 
Medical Service a questionnaire was si 
to all of the physicians in the am 
forces. While the returns have not ; 
become available, the leaning towai 
surgery that is an inevitable aceorapa 
ment of the service of tlie doctor in u 
is ah'cady clearly apparent. There wi 
l.fii men out of 518 in tlie first saiui 
who stated that tlioy wanted extra odu 
tion in snrgeiy when tliey come home, 
classification by age groups indieal 
that the chief demand was from n 
graduating since 1938 with a stea 
dwindling so that surgery iuteresi 
only 7 who graduated in the years 
tween 1920 and 1929, and only 2 w 
graduated before 1920. As tlie questii 
naires come in, it is apparent that tin 
early figures are sustained by the la 
reports. 

Equally interesting, however, was l 
c.xtent to which tlie majority of n 
wished refresher courses of six mont 
duration or less, and the tromendc 
number who wished merely what is c,il: 
a “refresher.” If all of these yoimg n: 
were to be given wliat tlioy tliemseli 
request in tlie way of facilities for oxi 
education, there would need to be 
tremendous expiiiision in flie faeilit 
avail.able for the study of surgery, 
doubt sonietbing can be done to div 
some of tills energy and interest ii 
some of the other fields of modi 
science where the needs are probal 
greater. 

War is always a stimulus to intere.sl 
surgery and to .surgical ndvnnceiiio 
Next most iiiijiortaiit after war for t 
pnrpo.se is travel. One of tlio very cai 
est medical philosophers, 
pointed out that a pbysi-'' 
learn by sitting at home bel' 
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but by traveling about to see what others 
are doing. Among all of the branches of 
medical science, the surgeons are the 
greatest travelers. The needs of the sur¬ 
geon in this regard were met in the 
period before this war by the Intenia- 
tional Society of Surgery, which, un¬ 
fortunately, seems to have passed into a 
state of innocuous desuetude with the 
activities of the Germans toward war 
around 1936. 

Jn fhc years since 1936 when the Inter¬ 
national College of surgeons was estah- 
lishcch after a conference between its 
representatives and those of the In- 
fcrnafional Society of Surgery, the In¬ 
ternational College of Surgeons has 
maintained such international relations 
as were possible between the surgeons 
of the North American continent and 
the Latin-Amcrican neighbors. Intei’na- 
tionalisin, as far as concerns relation¬ 
ships between the great surgeons of the 
rnited States and those of our enemy 
nations, is inconceivable even if it had 
boon possible. I have heard far too many 
stories of some of the attitudes that pre¬ 
vailed in international meetings in the 
period between 1936 aiid 1940 to have 
much confidence in wliat international 
medical relationships can accomplish 
when economic and political factors 
drive our statesmen and our politicians 
into war. In the years since 1936 the 
International Society of Surgery has 
simply failed to function. What then of 
the future? 

We approach a postwar world in medi¬ 
cine in which vast clianges pttrteiul. AVe 
contemplate reorganization ■ in the ad- 
nnnistration of medical service liased on 
new technics for distrilnition of medical 
care and new methods for meeting med¬ 
ical costs. This tendency indicates a far 


greater utilization of what is pleasantly 
called “elective surgery’' than has hereto¬ 
fore been possible. Such changes would 
sigmify great advancement, particularly 
for the correction of correctable defects 
of birth and growth, plastic surgery for 
rehabilitation and beautification, recon¬ 
structive surgery leading • toward the 
establishment of normal ])hysiologic 
function. Changes of which men speak 
include a wider utilization of the labora- 
toiy and of the roentgenologic services 
associated with good surgical procedure, 
leading toward more prompt and more 
certain diagnosis and thereby toward 
more scientific surgical care. One con¬ 
ceives of great hospitals serving as 
centers for surgical treatment, fed by 
diagnostic clinics and health centers 
somewhat far removed in space though 
not in time because new methods of 
transportation and communication have 
shortened the distance not only between 
continents but also between towns and 
villages and cities. 

The expanding needs for scientific sur¬ 
gery created by new technics of distribu¬ 
tion and payment for medical services 
moan necessary expansion in educatiouai 
and graduate educational facilities. To 
those the medical profession is today 
turning its attention. Those young sur¬ 
geons who receive the accolade of recog¬ 
nition by the American Board of Surgery, 
by member.ship in the American College ot 
Surgeons and in tlie International Col¬ 
lege of Surgeons, and perhaps also some 
day in the revived and restored Inter¬ 
national Society of Surgery, must carry 
the burden not only of demonstrating in 
their own work tlio hciglits to which 
surgery may attain Init also in defining 
the stamlanls and principles l)y whicli 
>urgery will become available to all ol 
those who need surgical care. 



Editorials 


The ‘Atlantic Charter’ of the International College 
of Surgeons 


Like tlie world’s association of Nations 
under a canon of political and economic 
ideals, the International College of Sur¬ 
geons pursues eoraparablo objectives to 
that of the national aspirations for 
liberty and prosperity among the na¬ 
tions of the world. 

1. The International College of Sur¬ 
geons’ surgical concept does not seek cn- 
croaobmeut upon other surgical groups 
for control, domination or enforcement, 
but, indeed, while maintaining legitimate 
and competent autonomy, it strives for 
joint collaboration for the attauiment of 
the highest scientific and ethical stand¬ 
ards, and for the stimulus of the national 
genius inherent in each nationality, 
solely for the benefit of humanity. 

2. It disclaims any intent to change 
the chosen practice among the schools, 
hospitals and surgeons of the various 
nationalities, but instead it aims to cap¬ 
italize upon the experiences of the lead¬ 
ers in surgeiy for the benefit of all 
concerned. 

3. It seeks a fundamental respect and 
recognition for tbe rights of surgeons 
and surgical institutions to their own 
self-govenmient and initiative in the 
quest for knowledge, encouraging all 
freedom of action and originality in the 
coordination of united power to secure 
the ideals of maximum efficiency in other 
fields of practice and teaching. 


4. The International College of Sur¬ 
geons does and will endeavor, with due 
re.speet and faith in its aims and ob¬ 
jectives, to secure equal enjojnnent ol 
opportunity and privilege for all its com 
ponent Chapters, be they largo or small 
and where Chapters have not been or 
ganized, to invite the interest and ropre 
sentation of the College at the hands 
of the ablest and foremost surgeons 
throughout the world, which are needec 
for the cooperation and advancement o! 
our organization. 

5. It is desired tliat through this col 
lahoration and fellowship of nniversa 
surgical talent, all fonvard and con 
structive activity wilt bring forth ths 
uplifting of the Art and Science of Snr 
gory, which cannot otherwise he attained 

The Intel-national College of Surgeons 
is conscious not only of its aims and oh 
jectives, hut of the responsibilities en 
failed in its jirogram of activities for ths 
duration of the war. It has steadfasth 
overcome all obstacles in its path to ren 
der seiwico in the war effort, as showi 
by the fact that one-fifth of the momhor 
ship of the United States Chapter has 
joined the military medical services a 
home and abroad and wc have no doubt 
although wo have not the necessary in 
formation, but that many of our foroigj 
members are enlisted in the sei-viccs ol 
their armed forces. 
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The annual meetings of {lie Unilocl 
‘States Cliapter and the liiennial assem- 
hlios of onr intornalional organization 
of cliapters have been devoted to further 
the contributions primarily to the war 
efiort, ns well as all })ossiblc activity in 
the scientific advanceincjit of our pro- 
■ fession along all lines of research and 
endeavor. We have had our difiiculties 
and discouragements arising from the 
natural forces which, conflicting with the 
national mobilization of all war efforts, 
rendered the effectiveness of Assemblies 
of questionable result, but our Congress 
in Denver in July, 19-12, onr Assembly in 
Xew York in June, 194.'l. and tlie Meeting 
in Philadelphia in October, 19-14, have all 
been such a signal success in furthering 
the dissemination of knowledge and pre¬ 
paring our organization for the vast re¬ 
sponsibilities in the post-war activities 


of the medical profession that we have 
only reason for encouragement in hold¬ 
ing our Annual Meetings and Biennial 
Assemblies. 

In our meetings during the war, it 
has been the firm objective of the Inter¬ 
national College of Surgeons to devote 
the features of the Scientific Program 
and exhibits solely to the gain of knowl¬ 
edge drawn from the injuries and dis¬ 
eases of the battlefields, as well as the 
straiji by the demands of the civil popu¬ 
lation upon the home medical sexwices, 
with the natural shortness attending the 
concentration on all-out needs of the day, 
and this has been done witli due con¬ 
sideration to the minimum possible inter¬ 
ference with the man-power and supply 
required by the overwhelming call of 
military urgencies. 

Desiderio Boman. 


Following the Path of Aesculapius* 


S ENSOBY and rational education 
are of equal importance in training 
the student with the aclmowledged 
necessity of scientific instruction. 

Education of the senses is of partic¬ 
ular value in medical diagnosis. The 
development of his capacity for sensual 
perception is an important aid in detect¬ 
ing and classifying xnany sxunptoms. 
Observing our students, it becomes evi¬ 
dent that those who show talent for 
drawing, or better still, for jiainting, are 
more acutely aware of morphological 
structure, while those who have received 
a musical education are better fitted to 
differentiate delicate nuances of aus¬ 
cultatory phenomena and information 
gained from percussion. Students of 
paintixig, sculpture and music evidence 
greater aptitude in perception beeaxme 
of the special training and greater acuity 
of their sensory organs. 

The most important obligation of the 
teacher is to guide the student’s thought 


and help him coordinate his findings 
and reach sound conclusions. Logic and 
reason has constant application to all 
clinical work. The medical student must 
learn to think and imtionalize. 

The sons of Aesculapius owe human¬ 
ity certain indispensable moral obliga¬ 
tions. The example of the teacher is of 
fundamental inqxortanco. Constant at¬ 
tention should be paid to the moral con¬ 
duct of the student. With this end in 
view, the “Oath of the Jfedical Student” 
should be obligatory to every yoxmg man 
on the path to perfection in his chosen 
calling. This oath parallels the “Hip¬ 
pocratic Oath.” By constant repetition 
it induces the student to read carefully, 
to meditate solemnly and be inculcated 
with the profundity of its precepts. An 
outline of such an oath follows: 

“In order that the satisfaction of a 
good moral life and the tranquillity of a 
just and sincere life may be mine in my 
studies and the exercises of my profes- 
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CHAPTER ACTIVITIES 

PERUVIAN CHAPTER 


On May 29, 1944, Prof. Or. Eduardo 
Bollo, Lima, Peru, celobral.od ins ]>ro- 
fossional Golden Jubilee, completed on 
Juno 5. Impressive ceremonies Averc 
held at the Arzobispo Loayza Ilospiial 
and at the Faculty of Medicine. 

A commemorative plaque was unveiled 
at an inspiring assembly lield at the Hos¬ 
pital in the moi-ning. It was attended by 
the Minister of Health and otlior person¬ 
ages prominent in medical, intellectual 
and social circles. Dr. Juvenal Denegri, 
in the name of his colleagues, spoke in 
praise of Dr. Bello, and Dr. Carlos Vil- 
^ lariin, speaking for his students, extolled 
Dr. Bello as the highest example of ideal¬ 
ism in medical endeavor. 

At his residence in Mirafloros, Dr. 
Bello received a committee fi’om the 
i\rayor of Lima, Avho transmitted the 
congratulations of the City Council to 
Dr. Bello. 

. At 6:30 p.jM. a jubilee service was hold 
at the Faculty of Medicme of “San Fer¬ 


nando” attended by various ministers of 
stale, the Rector of the Universitj- of 
San Marcos de Lima, the Dean of the 
Faculty of jMedicine, the presidents of 
the medical institutions of Lima and 
Callao, friends and students of Dr. Bello. 
After greeting Dr, Bello in the reception 
room, the gathering moved to the Sal6]i 
de Jefos of the Facult}' of IMedieine. 
There greetings were read and dis- 
.courses given by Dr. Carlos Hifonge, 
Dean of the Faculty of Medicine, and 
Dr. Enrique Paz Soldan. Dr. Bello re¬ 
sponded gj’acioush'. 

Di“. Bollo is a member of the National 
Academy of IMedicine, of which he was 
president from 1926-28, of the Acadeihy 
of Surgery and the Society of the His¬ 
tory of l\redicine of Peru; he is likewise a 
-Fellow of the American College of Sur¬ 
geons and the International College of 
Surgeons. In 1908 he became a professor 
of the Faculty of Medicine. 


COSTA RICAN CHAPTER 


Newly elected officers of the Costa 
Rican Chapter are: 

President: Dr. Oscar Pacheco Ch. 
Vice-President: Dr, Fernando Pinto E. 
Treasurer: Dr, Alfonso Acosta G. 

1st Sec’y: Dr. Jose Manuel Quirce Y. 
2nd Sec’y: Dr. Oscar Martinez N. 

Dr. Rafael Angel Calderon Guardia, 
F.I.O.S. (Hon.), ex-president of the Re¬ 


public of Costa Rica, National Regent 
and Honorary President of the Costa 
Rican Chapter of the Intei'national Col¬ 
lege of Surgeons, has just arrived in 
IMexico City on a vacation trip. After 
several days he will go to New York, at 
the kind invitation of Dr. George T. 
Pack, ill whoso clinic of the Memorial 
Hospital he will carry on studies in 
cancer. 


MEXICAN CHAPTER 

Dr. Miguel Lopez Esnaurrizar,P.I.C.S, of the Mexican Chapter of the Literna- 
(Hon.), National Regent and Treasurer tional College of Surgeons, was dele- 
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cvArrm! aotivitjes 


Dr. Nejat Kiilakgi, Olo-rliino-laryngologist. 
Dr. Naci (deceased), Olo-rliiiio-iaryn- 
gologi.st. 

Dr. Haydar Ibraliim Aydar, Oto-rliino- 
laryngologist,. 

Dr. Haini Dilck, Surgeon Neurologist. 

Dr. Belujct Sabili, Surgeon Urologi.sl. 

Dr. AH Esref Giircl, Surgeon Urologist. 
Dr. Peridun Sevket IDvrcnscl, Sui'gcon. 

Dr. Sinaski Hakki fircl, Surgeon 


Dr, Avni Aksel, Siu'geon. 

Dr. Ililmi Evyapan, Surgeon. 
D 2 ‘. Zizer, Sin-geon. 

Dr. Halt Ziyii, Surgeon. 

Di'. Ala Topaloglu, Surgeon. 
Dr. Kcmal Ozbay, Surgeon. 
Dr. IMurat Aydin, Surgeon 
Dr. Suat Giz, Surgeon. 

Dr. Ayct Giz, Surgeon. ■ 

Dr. Sail Tokdennr, Surgeon. 


UNITED STATES CHAPTER 


l^r. Oswald S. IjOWsIov, Now York 
City, reccutly rolnrned from a six weeks 
lour of Central America, where lie de¬ 
livered a series of loci ares and conducted 


o))eralivc clinics in the medical colleges 
of Honduras, El Salvador, Guatemala 
and Dfexico, 


NEWLY ELECTED REGEN'l S AND ALTERNATE.S-D1.STR1CTS OF UNITED STATES 


DISTRICT .STATF.S 

No. 1 Comiecficut 

Massachnscfis 
Maine 

New Hampshire 
Rhode Island 
Vermont 

No. 2 New York 


No. 3 Delaware 

New Jersey 
PennsjfJvania 

No. 4 Dist. Coliimhia 

Maryland 
Norik Carolina 
Virejinia 
West Virginia 

No. 5 Alabama 

Florida^ 

Georgia 

8onth Carolina 

No. 6 Kentucky 

Tennessee 

No. 7 Michigan 

Ohio 


RKCr.N'T 

Dr. James A. Gettings, 
209 Wlialley Avenue, 
New Haven, Conn. 


Dr. (Chester A. Peake, 
18u4 Bedford Avenue, 
Brooklyn, N; Y. 

Dr. Watson B. klorris, 
193 Jlorris Avenue, 
Springfield, N. J. 

Dr. Thos. J. Hughes, 
Shenandoah Life Bldg., 
Roanoke, Virginia 


Dr. Gilbei’t P. Douglas, 
1111 South 20th Street 
Birmingham, Ala. 

Dr. Herbert Acuff, 

402 Medical Arts Bldg., 
Knoxville, Tenn. 

Dr. Clark D. Brooks, 
113 Martin Place, 
Detroit 1, Michigan 


A I,TERN ATT 

Dr. Geo. S. Foster, 
92n Chestnut Street, 
Manchc.stei’, N. H. 


Dr. Heniy 31. Scheer, 

.122 West End Avenue, 

New York City 

Dr. Elmer Hess, 

8 East 12th Street, 

Erie, Pennsylvania 

Dr. -John E. Cannaday, 
Charleston General Hospital, 
Charleston, W. Ya. 


Dr. John 31. Wilson, 
I'an Antwerp Bldg., 
Slobile, Ala. 


Dr. Chas. E. Holzei’, 

Holzer Hospital and Clinic, 
Gallipolis, Ohio 
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No. 8 

Ziidwiia 

Dr. TUos. B. Noble, Jr. 

23 E. Ohio Street, 
Indianapolis, Ind. 

Dr. J. Rudolph Yuug, 

Rose Dispeu.sary Bldg., 
Terre Haute, Ind. 

No. 9 

Illinois 

Dr. Alfred A. Strauss, 

104 S. MicUigau Avenue, 
Chicago, Ill. 

Dr. Karl A. Aleyer, 

30 N. Michigan Avenue, 
Chicago, Ill. 

No. 10 


Dr. 47iu. J. Carson, 

425 E. Wisconsin A^’enne, 
MUvpanhee, Wis. 

Dr. Lemuel D. Smith, 

2454 W. Kilbourn Avenue, 
Alihvaukee, Wis. 

No. 11 

Louisiana 

Mississippi 

Dr. Theodore J. Dimitry, 
4325 St. Charles Avenue, 
New Orlean.s, La. 

Dr. Dewell Gann, Jr,, 

P 0. Box No. 5, 

Benton, Ark. 

No. 12 

Iowa 

Missouri 

Dr. Edward V. 

3720 Wasliington Blvd, 

St. Louis, Jlissouri 

Dr. M. C. Hennessy, 

306 Bennett Bldg., 

Council Blnffs, lou-a 

No. 13 

Minnesota 

North DotiOta 
South Dakota 

Dr. Olftf J- Hagen, 

Fargo Clinic, 

Fargo, N. D. 

Dr. Owen Ivlng, 

214y» S. Alain Street. 
Aberdeen, S. D. 

No. 14 

Nebraska 

Dr. Chas. L. Hustead, 

116 West ICtli Street, 

Falls City, Neb. 

Dr. Cleland G, AFoore, 
Stepliens N. Bank Bldg., 
Fremont, Neb. 

No. 15 

Kansas 

Oklahoma 

Dr. Andre B. Carney, 

015 S. Cincinnati Street, 
Tulsa, Okla, 

Dr. W. P. Callahan, 

1108 Brown Bldg,, 

Wichita, Kansas 

No. 16 

Texas 

Dr. Henry H. Ogilvie. 

205 Camden Street. 

San Antonio, Te.\'as 

Dr. Felix P. Stiller, 

1200 Fir.st N. Bk. Bldg., 

Et Paso, Texas 

No, 17 

Colorado 

New Mexico 

Dr. W. T. 11. Baker. 

702 N Alain Street, 

Pueblo, Colorado 

Dr. Gco- B. Kent, 

Republic Bldg., 

Denver, Colorado 

No. 18 

Vtah 

’Wyominy 

Dr. W. Andrew Buuteu, 
Bunteu Clinic, 

Cheyenne, Wyoming 

Dr. C. L. Shields, 

C13 Judge Bldg., 

Salt Lake City, tJtaii 

No. 19 

Idaho 

Montaiui 

Dr. J. C. AlacGregor. 

401 Afedieal Arts Bldg., 
Gi'eat Palls, Montana 

Dr. J. H. Garbersou, 
Garberson Clinic, 

Miles City, Alontarm 

No, 20 

Oregon 

^Vashivgton 

Dr, Jloger Anderson, 
Afedical'Dental Bldg,, 

Seattle, Washington 

Dr. Brien T. King, 
Aledical-Dental Bldg., 
Seattle, Washington 

No. 21 

Arizona 

California 

Nevada 

Dr, Feli-v Cunha, 

430 Snttcr Street, 

San Francisco, Calif. 

Dr. A. E. Gallant, 

727 W. Seventh Street, 

Los Angeles, Calif. 


ASSEMBLY ACTIVITIES 


T he Ninth Annual Assembly of the 
United States Chapter of the In¬ 
ternational College of Surgeons 
was formally inaug-uralcd by the Hon. 
Bernard Samuel, wliose address of wel¬ 
come follows. 

ADDRESS OF WELCOME 

HON. BERNARD SAMUEL 
MAYOR OF PIIlLADEI.rillA 

I was very glad to accept the invitation to 
come here this morning and extend a hearty 
welcome to those attending the Nintli Annual 
Assembly of the United Slates CJiapler of 
the International College of Surgeons. 

It is particularly fitting that you .should 
meet in Philadelphia at a time when we who 
are charged with the conduct of municipal 
aifairs are planning for the day when our men 
and women, now in uniform, will return to 
their firesides. 

No- doubt, during your discussions, eon- 
sidei-able attention will be given to the po.st- 
war period. I assure you that planning for 
the period of transition and for the peace to 
follow is a “must” on the agenda of city 
business. 

This morning, however, I have been asked 
to talk to you about Philadelphia as a world 
medical center and our great hospital—the 
Philadelphia General Hospital. 

I believe it to be the finest of its kind in 
the world, and I am sure in my estimate of its 
importance I am supported by many of the 
members of the medical profession here 
assembled. 

I am advised the assembly about to open is 
the most impoi’tant ever held by your organ¬ 
ization because in no other war have the de¬ 
mands placed upon the medical personnel of 
our nation been as great as in the one in which 
our country is now engaged. 

The oldest hospital on this continent is in 
Philadelphia. It was originally known as the 


Philadelphia Almshouse and now as the great 
Philadelphia General Hospital, the finest 
municipally conducted institution of its kind 
in the world. 

It lrncc.s its histoiy back to 1742 and I have 
only to recall a few of the names of members 
of the staff of the Almshouse and Hospital, as 
then organized, men whose names are part of 
medical and general history in the Revolu¬ 
tionary period, to substantiate this statement. 

It is hardly necessary to recall to you the 
services of Dr. Benjamin Rush, both as a 
.signer of the Declaration of Independence 
and monber of the Medical Corps of the 
Patriot Army. 

Then there was Dr. Thomas Bond, the 
Father of Clinical Medicine in the United 
States. 

Another—Dr. William Shippen, famous 
both as the founder of the teaching of system¬ 
atic medicine in this country and as a distin¬ 
guished medical officer during the Revolution. 

These distinguished physicians and patriots, 
ouf.slanding in the hi.story of their country, 
were members of the staff of the institution 
now known ns the Philadelphia General 
Hospital. 

There were others, however, who served 
their country and the Almshouse and Hospital 
with equal distinction. I refer to Dr. Ben- 
.iamin Duflleld and Dr. Jolm Morgan. 

A I'oll call of physicians, scientists, dentists 
and technicians, all proud of their residence 
in Philadelphia and who served in various 
wars in which our country has engaged in the 
past 168 years, would reveal the names of 
many rvho have made invaluable contributions 
not only to American History, but also to the 
professions with which they were identified. 

Philadelphia’s medical, scientific and dental 
history is rich indeed. Here are located five 
great undergraduate schools of medicine, an 
outstanding graduate school and forty excel¬ 
lent hospitals. 

Here are located the finest dental colleges 
in the world and I know I am stating a fact 
when I declare that graduates of these unex¬ 
celled institutions of learning, before the war, 
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practicing in every country on earth and 
in every state in the Union. 

The profession represented liere today can 
take pride in the great accomplishment of the 
tremendous reduction in the mimber of deaths 
resulting from wounds received on the fields 
of battle, 

I am proud to be the chief executive of the 
city which has made such a fine contribution 
to the war effort from every conceivable direc¬ 
tion. This is not tlie place or the time for me 
to review our activities at any great length, 
but I would like to say a few words about a 
phase of our undertakings which I am sure is 
of special interc.st to you. 

More than 1000 of our physicians and den¬ 
tists have entered the armed forces of our 
countrj’^ and today are serving on tlie battle- 
fronts of the world, others are ui our induction 
camps and wherever the armj^ navy or the 
marine corps is training men and women. 

This service in tlie armed forces has caused 
a drain on local physicians engaged in civilian 
practice. Probably no other city ha.s bad to 
face the same problems we have encountered 
here because of our city’s position as a teach¬ 
ing and hospital center. Scores of the leading 
physicians are giving voluntarily of their time 
and services to the war effort. Not a few are 
in research work and others are on advi.sorj* 
groups of various governmental agencies. 

I would like, at this time, to make special 
reference to the United States Naval Hospital 
in Pliiladelphia. I took special pride in this 
institution from the moment decision was 
made to construct it in Philadelphia. My in¬ 
terest in the undertaking was increased when 
it was decided to construct it in South Phila¬ 
delphia not far distant from where I was born 
and where I have lived since birth. It was 
peculiarly appropriate that the Naval Hoj;- 
pital should be constructed here because the 
first military hospital of the Army was oi^:an- 
ized in Philadelphia in 1861. It, too, was 
located south of Market Street. 

During the war between the states, eminent 
Philadelphia physicians made valuable studies 
of gunshot wounds and nen’e injuries at the 
Union Base Hospital here. These physicians 
included men Imown to many of you and to 
me. Two of them were Dr. S. Weir Mitchell 
and Dr, W. W. Keen. .r 

A year and a half ago,-1 appointed a “ 


planning commission to prepare a compre¬ 
hensive program for city development during 
the post-war period. So I will talk to you for a 
few moments about suggestions which already 
have been made for improvements at the 
Philadelphia General Hospital and Phila¬ 
delphia Hospital for Contagious Diseases. 

Completion of the group of buildings at the 
Philadelphia General Hospital was halted 
during the depression, and wJien war came 
priority restrictions prevented resumption of 
our construction program. 

Some of the old buildings now in use there 
were constructed in 1834. They appear old by 
contrast to the other buddings and it is im¬ 
perative. in my opinion, that tliey should be 
replaced as soon as city finances permit. 

The building program which has been sub¬ 
mitted to the Planning Commission is as 
follows: 

A new building to liouse the patients now' 
in the Old lilen’s Nervous Department. This 
building to be located on the ground now 
occupied by tlie tennis court. 

The addition of two stones to the two-stoiy 
building now serving as the operating room. 

New kitchens, dining rooms and a store¬ 
house. 

Industrial building—at the present time we 
have no centralized building for tlie neceasarj* 
industries of the hospital such as pliunbing, 
steam fitting, electrical work, painting, etc. 
We are, therefore, using the basements of one- 
half dozen buildings for our various indus¬ 
tries. It is inconvenient and necessitates a 
tremendous lot of unnecessarj' work in hauling 
articles from one shop to another. 

New out-patient building to be located on 
the site of the present Men’s Nervous Building. 

We are conducting our out-patient depart¬ 
ments on the ground floors of half a dozen of 
our present buildings. The fact tiiat these arc 
so scattered and so poorly adapted for the 
purpose makes efficient work %-ery difficult. 

A new laundry. 

Tlie following recommendations for post- 
irar planning have been made for the Phila¬ 
delphia Hospital for Contagious Diseases: 

The constn’"t»r^y£, an amphitheatre in 
order that we \ teach .'^rs 

and nurses t>r ‘ ‘M 

tlie me” G 
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Construction of doctors’ quarters. Tliis 
would relieve congestion of the nursing home 
since many nur.scs conld he housed in the 
present doctors’ homo. 

Construction of sidewallcs and curbing. 

Renovation of all steam and water pipes 
throughout the in.stitution. 

In closing. I extend to all of you a mo.st 
cordial welcome, and timst that those of you 
who arc not Philadelphians will find time to 
vi.sit our cultural institutions, including our 
universities and colleges, our mns(*ums, not 
forgetting the Franklin In.stitutc and the 
Atwater Kent Jlnseum. 

I hope you have an oi)porlunity to make 
pilgrimages to our great parks, including 
Paii’moimt Park, the finest munieipal i)ark in 
the world, as well as to our great j)ort and 
to our industrial and mercantile c.stahlish- 
ments. 

I have purposely refrained from discussing 
at length Philadelphia's historic background. 
It is well known to all. 

I was born and have lived in Philadelphia 
for more than three score years and I never 
Lire of •vdsiting our Liberty’s Shrine—Inde- 
pendeirce Hall. 

The atmosphere within the old State House, 
the presence of the Liberty Bell and the relics 
of the stirring days during which our nation 
was born, ever thrill me and invariably I 
depart from the old building prouder than 
ever before that I am an American. 


Gentlemen, welcome to the City of Broth¬ 
erly Love! 

hlay your meetings profit the cause of 
humanity, 

Bcsicle.s the siinnilating scientific ineet- 
ings, tlie splendid exhibits and the 
general Itnsiness of the Assembly, out¬ 
standing features of the event were the 
Convocation, Service Night and the 
Banquet. 

The CONVOCATION under the chair¬ 
manship of Dr. Ernest P. Purcell, was a 
most inipi’ossive function. The Crystal 
Ball Boom was crowded. It provided a 
magnificent setting for the event. The 
walls wore draped with the colors of the 
United Stales and the countries repre¬ 
sented in the International College of 
Surgeons. Following the invocation by 
the Kev. Oscar Henderson, the pres¬ 
entation of colors added to the solemnity 
of the occasion. The banners of the na¬ 
tions, jdacod at the rear of the platform, 
created a riot of color and bespoke tlie 
international character of the organiza¬ 
tion ai3d its increasing universality. 
There followed the oath of allegiance 
aiul meniorial sei’vice in honor of de¬ 
ceased members; 



Dr. Thomas A. Shallow, retiring president of the United States Cliapter of tlio International College of Surgeons, 

addressing a section of the Convocation class. _ ' , 
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Section of tlie Conrocation HaJJ during tJie Com-ocation. 


Dr. Tiiomas Shallow spoke of the joy 
with which he had falfilled tlie drities of 
President of the United States Cliapter 
and his pride in tiie progress of the 
organization. 


Announcements were made and candi¬ 
dates from the United States Cliapter 
were presented by Di’. Shallow to Presi¬ 
dent Eoiuiin, who conferred degrees 
upon the following candidates: 


FELLOWS 
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Chief of Division of Rehabilitation of the 
TJ. S. Navy, Capt. Richard A. Kern, 
U.S.N,, and Major General George P. 
Lull. 

The ASSEMBLY DINNER was held 
on Tlmrsday evening, October 5, at 7:30 
P,M. in the Crystal Ball Room, with Dr. 


Rudolph Jaeger presiding. The Honor¬ 
able Vincent A. Carroll was toastinastor. 
The invocation was given by Rev. Hubert 
J. Cartwright. Tiie subject of the ad¬ 
dress by Dr. Edward J. McCormick was 
Americanism. Rabbi William H. Fine- 
shrihcr pronounced the benediction. 


PROCEEDING.S OF THE OPENING SESSION OF THE HOUSE OF DELEGATES OF 
THE UNITED STATES CHAPTER, INTERNATIONAL COLLEGE OF SUR¬ 
GEONS, HELD AT THE BENJAMIN FRANKLIN HOTEL, PHILA¬ 
DELPHIA, PENNSYLVANIA, MOND.AY, OCT. 2, 1944 


T he opening session of the House 
of Delegates was called to order 
by the President, Dr. Thomas A. 
Shallow, at 2:10 r.M. At the request of 
the President, the Business Secretary 
proceeded with the Official Roll Call. The 
minutes of the last session of the House 
of Delegates of the United States Cliap- 
ter, International College of Surgeons, 
hold in Now York City, Juno 14 and 15, 
1943, were read by the Bi\slness Secre¬ 
tary and approved. 

Dr. Thomas A. Shallow reported the 
progress of the organization. He stated: 
“We believe that within the past year 
much has been done to place this or¬ 
ganization on a sound educational basis. 
Men have been carefully selected before 
being accepted in this organization. 
Many men have been r-ejected, possibly a 
few ncedlessl}' so, but the Council must 
depend upon infonnation it has at hand, 
and use its best judgment for its action. 
I believe we are getting the cream of the 
young men of the surgical profession.” 

In prosentmg the Treasurer’s report. 
Dr. Benjamin Golden remarked, “The 
College is in ‘black ink,’ and that the 
budget has been rigidly adhered to in a 
businesslike manner. Prom a financial 
viewpoint, the College is going along on 
a strictly' business basis which is finan¬ 
cially sound.” 

“Dr. Shallow,” he added, “our Treas¬ 
ury is being built for education. The 


money will be placed whore it is most 
needed.” 

The Secretary’s rojjort pointed to cer¬ 
tain phases of last year’s activities: (1) 
An unprecedented growtli and interest 
in the College. (2) The Journal of 1he 
Intcnmiioual College of Surgeons con¬ 
tinues to bo a medium for a large share 
of inquiries. With the passage of time 
more applications will originate from 
the s))lendid work of the membership 
and the work of the State Regents. (3) 
The organization of Districts through¬ 
out the States has been a forward step 
in planning for development that is 
bound to come in peaceful years. (4) 
Outline of plan for further progress. 

The Editor of the Journal reported: 
(1) From a quarterly publication with 
a limited circulation, the Journal grew 
to be a bimonthly. (2) It is hoped tliat 
as time goes on it will become a monthly 
—^the growth of the College promises 
that this goal will be achieved. Ho 
stated, "Outside of tiie oxpendifm-es 
absolutely necessary for the ])roduetion 
of the Journal, there are no paid officens. 
The cdilor receives no salary and will 
accept none if offered. The hyporpiosos 
which ultimately results in calcareous 
plaques in the aorta and are compensa¬ 
tions to most .editors, this editor fears 
these not. Nay ho welcomes them-in the 
thought fl> ■ '■ nhlo 
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tribute to the advaucemeut of this fine 
endeavor.” 

The editor^s report was accepted with 
cnlhusiasin and acclaim. 

The International Secrclary presented 
a message in wliieli ho brouglit g-roetings 
of the Board of Trustees of tiie Inter¬ 
national College of Surgeons. Ho said, 
'‘They are proud of the advancements 
of the United States Cliapter, which is 
enshrined in their hearts, as the nucleus 
of a djmamie force in the activities of the 
College in a war-torn world. They (the 
International Board of ‘Jh-ustees) wish 
you to know, ns you do already know 
from the reports ]n-osented in the Jour- 
val of the International College of 
Surgeons, that despite the wai‘ many 
chapters have been formed and have 
enrolled under the banner of the Inter¬ 
national College of Surgeons. At the 
Convocation on Wednesday some new 
chapters will be announced and some 
new names of surgical luminaries will 
be added to the roster of the Interna¬ 
tional College of Siu’geons. 

“Our Dr. Jaeger has presented to you 
for approval the changes in the Consti¬ 
tution and By-Laws of the United States 
Chapter. These wore submitted by the 
Chapter to the International Board of 
Trustees and were approved since the 
last U. S. Chapter Assembly held in New 
Yoi’k City on June 16, 1943. They were 
printed in the Journal, as required by 
the Constitution and By-Laws, and have 
been approved by you todaj". These 
amendments have one objective only— 
the advancement of the interests of the 
individual, the Chapter, and the Inter¬ 
national College of Surgeons at lai-ge,” 

Dr. Golden moved, and the motion was 
duly seconded, that the report be ac¬ 
cepted as read. Unanimously carried. 

Dr. William Seaman Bainbridge, 
Treasurer of the International College 
of Surgeons, stated that “during the past 
year no difficulties have arisen that have 


not been met. The work of the Council 
of the U, S. Chapter has been particu¬ 
larly good,,and thci-e has been an inter¬ 
locking of the various groups. We are 
solvent, with a good vision of the future, 
in spite of war conditions.” ■ 

Due to the absence of Dr. Moses 
Behj-end, Cliaii’inan of the Board of Ex¬ 
aminers, Dr. Shallow commented on the 
splendid work done by Dr. Behrend. 

Dr. Rudolph Jaeger, Chairman of the 
Constitution and By-Laws Committee, 
pointed out the changes and amendments 
to the Constitution and By-Laws over 
the past year, as recommended by the 
United States Chapter, and approved by 
the International Board of Trustees of 
the International College of Surgeons, 
and as printed in the Journal of the 
International College of Stirgeons, ask¬ 
ing that the House of Delegates approve 
these actions. Dr. Jaeger’s report was 
accepted and approved by unanimous 
vole. 

Dr. Shallow requested a motion ratify¬ 
ing all actions, including changes in the 
Constitution and By-Laws, taken bj* the 
Executive Council of the United States 
Chapter and as approved by the Inter¬ 
national Board of Trustees of the In¬ 
ternational College of Surgeons since 
the last meeting of the House of Dele¬ 
gates. Tlie motion was unanimously 
carried. 

Dr. Shallow called the roll of the de¬ 
ceased members over the past year. A 
silent tribute of respect was i^aid to their 
memoiy. The names of the deceased 
follow: 


Dr, Leo Clement Mundy, P.I.C.S. 

Dr, Irvin Arthur Weichbrodt. P.I.C.S. 
Dr. Wnitor Tnylor Shcolp, P.I.C.S, 

Dr. ClilTord A. Lutfrin, F.I.C.S....... 

Dr. WiUiam M. Dunn. P.I.C.S. 

Dr. Homer F. Wonders. P.I.C.S. 

Dr. Ralph A. Bou’dle. P.I.C.S.. ...... 

Dr. Lloyd Thomas Sussex, P.I.C.S...* 


... Wilkes-Bnrre. Pa. 

.Seattle. Wash. 

Salt Lake City, Utah 
...,. .Auburn, Nebr. 

....Atlanta, Ga. 

,.. .Philadelphia, Pn. 

.Bast Fly, Ncv. 

.. .Havre, Mont. 


In conformity with the Constitution 
and By-Laws Dr. Shallow apiDointed a 
Committee on Nominations to present a 
slate of officers to be elected at the Pinal 
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Session of the House of Delegates, 
Thursday, October 5, 1944. 

The following Kesolution was intro¬ 
duced by the International Secretary. 

RESOLUTION 

WHBKEAS, Dr. Charles H. Arnold has 
been in the past one o£ the pioneers in advanc¬ 
ing the interests of the International College 
of Surgeons, and 

WHEREAS, he has acted as Secretary of 
the U. S. Chapter of the International Col¬ 
lege of Surgeons, and 

WHEREAS, while as a Major in the Armed 
Forces and presently overseas, his love and 
interest for our endeavors are at their height, 

BE IT RESOLVED, that in appreciation 
of his past and present endeavors he be ex¬ 
tended a vote of thanks by the House of 
Delegates and that his name he retained as 
Secretary of the U. S. Chapter “in absentia” 
and that that office he restored to him upon 
his return to the United States and separa¬ 
tion from the service of the Armed Forces. 

The motion was unanimously carried. 

A vote of thanks was extended to the 
various committees. 

Dr. Golden referred to the Constitu¬ 
tion in which it states that the Board of 
Trustees shall be elected to serve for 
two years, the same as other elected 
officers. It should be agreed that some¬ 
one should remain on such committees 
who has watched the progress. He 
stated; “Therefore, I would submit to 
you that we elect, to start this year, mem¬ 
bers of the Board of Trustees, of which 
there are two, one for one year and one 
for two, so with each election there will 
be a carry-over acquainted with the 
work.” 

Dr. Shallow remarked that to make 
such amendment effective the Interna¬ 
tional Board of Trustees would have to 
approve such change. The International 
Secretary stated that he would pi'esent 
the suggested change for approval by 
the International Board of Trustees. It 


was then moved and unanimously car¬ 
ried that such change he made. 

Dr. Shallow spoke of the organization 
as a means of advancing younger men: 
“Organization of various surgical socie¬ 
ties throughout this country sponsored 
by this Organization will he a new step, 
and a step toward progress for this 
Organization and the medical profession 
as a whole. The Guilds might well he 
incorporated into surgical societies, have 
so many meetings per year and encour¬ 
age young men to present their work. 
This has always been my idea of surgical 
societies, that you see the same old men 
and hear the same old material, and that 
young' men get no attention. This is a 
young man’s organization.” 

Dr. Albert A. Berg stated: “I cannot 
add to the excellent remarks made by Dr. 
Shallow, hut I can think of nothing that 
will advance surgery in the younger men 
more than their interest in such organ¬ 
izations as Dr. Shallow has outlined. 
The advancement of the younger men, 
in addition to being members of tho 
parent body, will be a great step for our 
organization as a whole.” 

Pittsburgh, Pa., was mentioned as the 
next meeting place of the Annual Assem¬ 
bly. This matter was held in abeyance 
until the place of meeting of the Inter¬ 
national Assembly in 1945 is decided. 

A committee, consisting of Drs. Wat¬ 
son B. hlorris, James B. JIacGregor and 
William D. Kyan, was appointed to study 
and report on Post-war Planning. 

On the recommendation of Dr. Berg, 
the motion was made and passed that a 
copy of the report of tho Conncil be sent 
to each member of the House of Dele¬ 
gates. 

Dr. Shallow declared the meeting ad¬ 
journed, calling attention to the Pinal 
Session of the House of Delegates to con¬ 
vene on Thursday, October 5, 1944, at 
11:00 o’clock. 
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PROCEEDIiNGS OF THE FINAL SESSION OF THE HOUSE OF DELEGATES OF THE 
UNIl'ED STATES CHAPTER, INI'ERNATIONAL COLLEGE OF SURGEONS 
HELD AT THE BENJAMIN FRANKLIN HOTEL. PHILADELPHIA 
PENNSYLVANIA, THURSDAY, OCT'OBER 5. 19LI 


T he meeting was eallocl to order by 
Dr. Eiidolpli Jaeger at 1.1. :00 a.m. 
Following {ho roll call, Dr. Jaeger 
o])ened a discussion on the proper pro¬ 
cedure of the District Credential Com¬ 
mittee and Examining Board, pointing 
out the duty of each l^egent to formulate 
plans to govern his District, and the ad- 
visihility of having all District functions 
conform to each other. 

J)]’. Sinioji l^eisler presented an alter¬ 
native plan. A copy of Dr. Keislcr’s 
report will be furnished each member of 
the House of Delegates by the Business 
Office. Di.'^-ciission. It was n?ianimously 
agreed that the rnternational College of 
Surgeons is a teaching and scientific or¬ 
ganization, and that matters suggested 
by Dr. ]?eisler should bo handled through 
the A.M.A. oiul fhc J.-1/,J. aloi/c. Dr. 
Reisler stated that ho had presented the 
plan to tlie A.M.A. 

A report on the i)ermanent home of the 
College in New York by the committee of 
which Dr, Albert A. Berg is Chairman 
was then jjresented and accepted with 
acclaim. ’ 

The following report, scut by the 
Chairman of the Board of Governors, 
Dr. Fred Douglass, was then read. 

Doctor Slialloiv and Members of the 
House of Delegates: 

I wish to report at this time that Regenfs 
liave been named in each District, and from 
here our basic work will proceed. 

I want to offer for your consideration, the 
Resolution this Ilonse of Delegates passed in 
Denver, namefy, tliat each Fellow ^yonld help 
to train or act as Pi-eceptor to returning Pcl- 
loivs, Members, Associate Membei’s and other 
doctors after tlie war. This resolution having 
been passed, it is now time to organize the 
Fellows in each District and have assigned a 


returning physician to each Fellow, Member 
and As-sociate I\fember. to act as his assistant 
or volunteer worker on his .service for a period 
of time. 

TIw A.M.A. has sent {pie-stionnaires to all 
doelors in the Anned Forces and from this 
report we could have certain men from our 
districts a.ssigned to n.s. 

Dr. Paren Long, after interviewing many 
doctors in the service, writes in the last AJI.A. 
Journal that these men will need a kind asso¬ 
ciation upon their return to help them back to 
their work. It is the duh' of not only this 
College, but of all medical organizations, to 
do the .job well, so that the men who have 
served their country so well will not say, and 
rightly .so. we have not kept the faith. 

Now, I want to thank you all for your kind- 
ne.ss to me as your ofiicer during the past 
years, as it has I)cen a pleasure to work with 
you and for the ])rinciplos of the College. 

Re.spectful)y, 

Fred H. Douglass 

The motion was unanimously cai-riecl 
tliat a letter of thanks be sent to Dr. 
Douglass. 

Dr. Golden suggested the appohihnent 
of a eomniittee to make a survey to de¬ 
termine how many men could be accom- 
Jiiodated for actual training. 

.VOMIN'.VnO.N' OF OFFICFRS 

The Nominating Committee presented 
the following list of candidates for office: 
President: 

Dr. Rudolph JnQgov, Philadelphia, Pa. 
P resnhnit-Elect: 

Dr. William Bates, .Pliiladelphia, Pa. 
1st Vicc-Presideut : 

Dr. Herbert Acuff, Knoxville, Teim. 
Aud Vice-President: 

Dr. Roger Anderson, Seattle, Wash. 

3rd Vice-President ; 

Dr. Henry H. Ogilvie, San Antonio, 

Texas 
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4th Vice-President: 

Dr. Chai'les S.'Wliite,'Wasliingtoii, D. C. 
Slh Vice-President; 

Dr. James C. JiIacGrcgor, Great Falls, 
Mont. 

Executive Secretary :' 

Major Ohas. H. Arnold, Lineoln, Neb. 
Treasurer: 

Dr. Benjamin I. Golden, Elkins, IV. Va. 
Chairman, Board of Trustees: 

Dr. William Seaman Bainbridge, New 
Vorlc, N. Y. 

aiemhcrs, Board of Truslces: 

Dr. Custis Lee Hall, lYashington, D. C. 
Dr. John Roval Moore, Philadelphia, 
Pa. 

Chairman, Board of Governors: 

Dr. Watson B. Morris, Springfield, N.J. 
Chairman, Boaid of Examiners: 

Dr. Moses Bolirond, Philadelphia, Pa. 


The presiding officer called for nom¬ 
inations from the floor. None being pre¬ 
sented, the slate of officers presented by 
the Nominating Committee was' then 
luianiinously presented. 

A committee was appointed to design 
a suitable bey for the United States 
Chapter of the International College of 
Surgeons. 

A letter of greetings and good will was 
fonvarded to Dr. Fred II. Albee, whom 
illness prevented from being present, 
and another letter dispatched to Major 
Charles H. Arnold, carrying greetings 
from the House of Delegates, in recog¬ 
nition of his invaluable services to the 
College. A letter of regrets for his ab¬ 
sence and illness, as well as flowers, was 
sent to Dr. Earl Craig. 

The meeting was adjourned at 12:15 

P.M. 



J. lludolpli Jaeger, M.D., F.I.C.S. 


J. RUDOLPH JAEGER, M.D.. F.LC 5 

T he neTily installed President of the United 
Stales Chapter of the International College of 
Surgeons was born Oct. 29, 1S93, in Clarksville. 
Mo During World War I lie served witli the armed 
forces. In 1918 he received his A.R. degree from the 
University of Missouri, and m 1920 his M.D. degree 
from the University of Pemisylvunia His internship 
and chief residency were spent in Denver General 
Hospital, Denver, Colorado. 

Since th.at time he has occupied the following posts: 
Part time Instructor in Anatomy, Pathology and 
Physiology at the University of Denver Scliool of 
Dentistry (1922-1928); Assistant in General Surgery 
to Dr Charles Jaeger (1922-28); extramural student, 
Neurological Surgery, service of Dr. Walter Dandy, 
Johns Hopkins Hospital, 1928'29; Assistant Professor 
of Surgery in charge of the Division of Neurosurgery, 
University of Colorado School of Medicine and Hos¬ 
pitals; Neurosurgeon to Presbyterian, and Children’s 
Hospitals of Denver; Consulting and Attending 
Neurosurgeon, Fitzsimons General Hospital, U. S. 
Army. At present he is head of the Dept, of Neuro¬ 
surgery of Jefferson Medical College and Ilosjiital, 
Philadelphia, Pa. 

Dr. Jaeger is a member of the Central Neuropsychi¬ 
atric Association and Licentiate of the American 
Board of Neurological Surgery. lie is a Fellow of 
the International College of Surgeons 
He is much devoted to the advancement of younger 
men a^iring to specialize in gengral and neurosurgery. 
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Wiliinm Bales, Sf.D., F.A.C.S., IM.C.S. 


HERBERT ACUFF, M.D.. F.A.C.S., F.I.C.S. 

D r. ACUFF was born Aiig. 22, 1S8S, at Washburn, 
Tonn. He atteinloil Carson and Newman Col 
lege, Kciitueky School of Pharmacy, and was 
graduated from the University of Louisvillo Medical 
School in 1011. From 3912-13 he was Iloiise Surgeon 
of the Knoxville General Hospital and in 1917 he 
pursued post-graduate studies at ihe I'liiversity of 
Pennsylvania and Bellevue Hospitals, the Mayo Clinic 
and clinics in Vienna and Berlin. In addition to 
further study in the United States, in 1937 he did 
post-graduate work in Russia, Norway, Sweden, 
Greece and Berlin, with special studies in cancer at 
Stockholm and the Curie Institute in P;iris. 

Dr. AcutT’s affiliations include; Major (MC), U. S. 
Reserve World War No. 1, in charge of imdiile sur¬ 
gical unit in Prance; Chief of the Staif of St. Mary's 
Memorial Hospital; Beverly Hills Sanatorium; At¬ 
tending Surgeon, Kno.xville General Hospital; .-Vttcml- 
ing Surgeon, Port Sanders Hospital; Director of the 
Eastern Tennessee Tumor and Cancer Clinic, SI. 
Sfary’s Memorial Hospital; Surgeon for the Southern 
Railway System; Surgeon for the United States Em 
ployee’s Compensation Commission; hicdical Director 
of the Office of Civilian Defense. He holds mcnibor- 
shijis in the Knox County Medical Society, Tenne.s.sec 
State Medical Association; American Medical Asso¬ 
ciation ; Southeastern Surgical Congress; Fellow of 
the American College of Surgeons and of the Inter¬ 
national College of Surgeons, of which he is F’irst 
Vice-President of the United States Chapter, 


WILLIAM BATES, B.S., M.D., F.A.CS., F.LC5, 

Graduate College Department, University of Penn¬ 
sylvania, 1912; itledical Department, University of 
I'cmi.sylvatiia, 191.7. Two years infern.ship in hospital 
of University of Pennsylvania, 1915-17, First Lieu¬ 
tenant, Medical Corps Reserve, 1910, active duty Fort 
Oglethorpe, 1917, Captain, Base Hospital No, 20 (Uni¬ 
versity of Pennsylvania), 1917, Teaching enlisted per¬ 
sonnel anesthesia, etc., 1918. Overseas one year, 
assi.slant to Dr. Eliasoii, 1919. Assigned to Fort 
McHenry in Baltimore, Md. 

Professional appointments iiicliulc: Howard Hos¬ 
pital, 1919-2.5; American Hospital for Disease of 
.Stomach, 1919; Graduate Hospital, 1921 to present; 
Outpatient Dept., Babies’ Hospital, 1919 to present. 
I’nifessor of Surgery, Graduate Medical School, Uni- 
ver.'iily of Pennsylvania, 1934; .Surgeon to Proshy- 
tcriaii llosjiilal, 19.3.5; Consulting General Surgeon, 
Wills Ho.s|)ifal; Coii.sniting Surgeon to Philadelphia 
Home for Incurables, 

Dr. Batc.s’ other affiliation.s include: P.ast Presi¬ 
dent, Medical Abimni, University of Pcniisylvniii.a 
and member of Board of Directors; Past Prc.sidcnt, 
,-\c.scuI.'ipian Club of Phitadclphia, member of Board 
of Directors; Past Pre.sidonf, Philadelphia Comity 
.Medical Society and member of Board of Censors; 
President, .Medical Club of Philadelpliia and member 
of Board of Directors; President, Medical Society of 
the .State of Pennsylvania; Jfember of the House of 
Delegates of the American Medical Association; Presi¬ 
dent of U. .S, Ba.se Hospital Twenty Association; 
F’cllow of the American College of Surgeons; Fellow 
of the International College of Surgeons and Presi¬ 
dent-elect of the United Stales Chapter. 

Dr. Bates i.s author or co-author of over GO articles. 
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Clinrlcs S. TVluto, M.D., T.A.C S., F.I.C.R. 


ROGER ANDERSON. M.D, FA C.S.. FICS 

D r. ANDERSON was born at St. Paul, Minn., in 
1891. He was graduated with the A.B. degree* 
from Ilamlm Univers»ity and the B S. and 
M.D. degrees from Northwestern University Medirid 
School, CJiicago, 111., in 1018. He was instructor in 
anatomy at Northnestern Unirrrsity. lie served Iiw 
internship .at Cook County Hospital, Ciur.ago, Ill., 
from 1018-20, followed by a three years' orthopedic 
assistantahip, and Post Graduate studies in ortho¬ 
pedics here and on the European continent. 

Dr. Anderson Jms been a .stalT member of Swedish 
Hospital, Prov'idcncc Hospital and Seattle Generjil 
Ho'ipital,' Orthopedic Surgeon to the Crippled Chi'' 
dron’s Services; on the Orthopedic and Fracture 
Service at King's County Hospital, and Orlhopedir 
Consultant at the United St.ates Marino Ilospitali 
Se.ittle. lie la a Fellou of tlie American College of 
Surgeons; Fellow of the International College of 
Surgeons and Vice-rresulent of the United Statr* 
Chapter; Jfeniber of the Amenc.m Academy of 
Orthopedic Surgeons; President <'f the Seattle Sur¬ 
gical Society; Past-President of the Northwest Ortli^ 
pedic Society niul of the Western Orthopedist 
Association. 

Ho 13 the author of numerous contributions t'* 
orthopedic literature. 


CHARLES S WHITE. M.D., FACS, F.I.CS 

D B. white was born in 1877 He was graduated 
from George W.iahiiigtoii University Medical 
Sfhool in IDDS His present appointments in- 
elude; President .and Cliicf of Surgery of Doctors 
Hospital, Consulting Surgeon, Columbia, Garfield 
and Emergency Hospitals; Professor of Surgery .aud 
E.'cectitive Ofliccr of George Washington University 
Meiheal SchooJ; Head of the Dept, of Surgery, Gal- 
linger Munieipal Hospital. 

Wr. VvViAo « a ul Arfitritwi Yt/Zit-gt* oi 

Surgeons .and of the Iiitefnatmn.il College of Sur- 
goiiHs, Ijcuig a Vice-President of its United States 
Chapter Dr. White wields considerable influciiee 
in his temtorj' in propagating the ideals of worth- 
uhile surgical endeavor. 
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IIenv.v H. Ogllvie, ?*r.D., F.A.C.S,, F.I.O.S. 


JAMES c. MacGregor, ivr.p., f.i.c.s. 

D r. MacGREGOR was bovn in Davenport, Iowa, 
in ]SS2. Ho obtained bis M.D. dogvoo from tbc 
University of Iowa in 190(i. Dr. J[acGrcgor 
has been surgeon of tlio Anaconda Copper Mining Co., 
Great Falls, Mont,., from 1917 to date, and on the 
e.xocutivo staff of Colnnibns Hospital, Great Falls, 
from 1918 to date. Ho is a Follow of the Interna¬ 
tional College of Surgeons and a Vicc-rresident of 
the United States Chapter. He has been very active 
in the Guild Activities of his territory and an untiring 
worker and enthusiast for the advancement of younger 
men in their desire to acquire surgical training. 


HENRY h'. OGILVIE. M.D.. F-A.C.S., F.1.C,S. 

D r. OGILVIE was born on Feb. 7,188a, at Melissa, 
Texas. He attended Baylor University and 
was graduated in Medicine from the University 
of Texas in 1910. He served his internship at Santa 
Rosa Hospital, San Antonio, Te.xas (1910-1911). 

Dr. Ogilvic served as Captain (MG) at Base Hos- 
jiital 79, ABF, 1918-19. At present he is on the 
staff of all San Antonio Hospitals and was co-founder 
of the Jtedical and Surgical Memorial Hospital. 

His afliliations include county and state medical 
societies; the American Medical Association and the 
International College of Surgeons, of whose United 
States Cliaptcr ho is a Vice-President. In 19.10 he 
won the ease records award of the American College 
of Surgeons. He is well known for his activities 
toward surgical advancement and much interested in 
affairs pertaining to the welfare of the medical 
profession at large. 



James C. MacGregor, AI.D., F.I.C.S. 
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Cliartps H. Arnold, M.D., F.I.C.S. 


BENJAMIN I. GOLDEN. M.D., F.A.C5., F.I.C5. 

B orn in I 892 Dr. Golden received his A.D. degree 
from Tufts College in 1910 and his M.D. from 
Temple University in 1921, From 1922-27 he 
acquired his surgical training. Dr. Golden was Pro¬ 
fessor of Biology at Davis-Elbins College (1925-34) 
and Lecturer from 1934-39; member (1930-33) and 
president (1931-33) of the West Virginia Shate 
Nurses Board; Associate Surgeon Davis Memorial 
Hospital (1927-29), Chief Surgeon Davis Memorial 
Hospital, 1930 to the present; Senior Surgeon, Re 
serve U. S. Public Health, 

Dr, Golden’s afiiliation.s arc: Fellow of the Amer¬ 
ican Medical Association; Fellow of tho American 
College of Surgeons; Fellow of the International 
College of Surgeons and Treasurer of the United 
States Chapter; FcHow of the International College 
of Anesthetists; member of the Radiological Society 
pf North America. He is a diplomate of the Amer¬ 
ican Board of Surgery. 


CHARLES H. ARNOLD. M.D.. r.I.C.S. 

T he Secretary of the United States Chapter of 
the International College of Surgeons, Dr. 
Arnold, was born at Dorchester, Nob., in ISSS- 
He was a student at Cotner, Lincoln and Valparaiso 
Universities 5 his M.D. was obtained at the Chicago 
College of Medicine and Surgery in 1913, He pur¬ 
sued post-graduate studies at the University of Vienna 
in 1930 and 1933. 

Dr. Arnold began the practice of Medicine in Lin¬ 
coln in 1913. He has been Chief Surgeon and Lecturer 
on Surgery at the Dr. Benjamin F. Bailey Sana- 
tonum; member of the surgical staff of St. Elizabeth’s 
and Byran Memorial Hospital; at present he is Spe¬ 
cial Lecturer m Surgery, Creighton University School 
of Jfedicine. 

Kis raiUtary service included assignment to the 
Medical Corps during the First World Wat .and active 
duty as Major in the ^Iedica^ Corps of the U. S. Army 
since 1943. 

Dr Arnold has been a member of the Advisory 
Board of the Nebraska State Labor Commissiotr; 
delegate to the International Goiter Coufercnce at 
Berne, Switzerland (1933); member of the Advisory 
Board to the Director of the City Health Department; 
Director of the Nebraska Council of the American 
Red Cross. He is a member of the American Medical 
Association, tho Lancaster County Medical Associa¬ 
tion. the American Medical Association of Vienna; 
the National Military Surgeons Society, tho Amer¬ 
ican Association for the Study of Goiter, Member of 
the Executive Council and Executive Secretary of the 
United Stales Chapter of the International College of 
Surgeons of nhicb he is a Fenow. 

From the very inception of the Collogo “Cliarlcy”' 
Arnold, as he is lovingly Tcfcrrcd to by his col¬ 
leagues, displayed a deep devotion to its precepts. 
His host of friends bespeak a well-deserved popularity. 
His eagerness and sacrifices to enter the armed ser¬ 
vices, where he is now serving overseas, stamp him as 
a red-blooded American. 



Benjamin I. Golden, M.D., F.A.C.R., F.T.C,S. 
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WILUA^f SEA^rAN BAINBRIDGE, M.D.. FJCS. 

D E. BAINBRIDGE was born in 1870. He was 
graduated in ciedicine from the College of 
Physicians and surgeons of New York in 1S93. 
He is consulting surgeon and surgical director to 
many metropolitan hospitals, including the United 
States Public Health Service aud the New York and 
Third Naval Districts. He was captain, jiledic.*il 
Director, United States Naval Reserve, operating sur¬ 
geon on the transport V.S.S, Geor^i IVashinffton 
during the Pirst World War and did special work at 
the front lines and in rehabilitation centers in Fr.ance 
and England. 

Ho was co-initiator of the International Congress of 
Military Medicine, Surgery and Sanitation. OiBcial 
delegate from the Dept, of State of the United States 
to the Third International Assembly of the Inter¬ 
national College of Surgeons, Mexico, 1941. 

Dr. Bainbridge is a member of the American Asso¬ 
ciation of Obstctciciaus, Gynecologists and Abdominal 
Surgeons; President, American Academy of Physical 
Medicine; Past-President, Association of Military 
Sargeona of the United States, Past Comm.ander Gon¬ 
er^ Military Order of Foreign Wars Dr. Bainbridge 
is Honorary Fellow of the Royal Society of Medicine, 
England; Royal Academy of Medicine, Belgium; 
French Society of Gynecology, Society of Surgeons. 
Paris; Society of Surgeons, Poland; National Ac.ad- 
einy of Medicine, Venezuela; National Academy of 
Medicine, Mexico; Academy of Surgery, Peru; Ac.ad- 




einy of Sciences aud .\rts, Mexico; Assochtion of 
Military Surgeons, Mesico. He lias been decorated 
hy a number of governments 
Dr. Bainbridge is the author of many monographs 
on cancer, operative technic, abdominal gynecology 
and thyroid surgery. 


JOHN ROYAL MOORE, M.D, FA.CS., F.I.CS. 

D K, MOORE was born Dec. 25, 1899, at Sagertou, 
Texas. Ilia pre-medical work was completed 
at Willamette University and his M.D. was 
obtained from the University of California in 1925. 
He seri’cd his intorn-ship at the University of Cali¬ 
fornia Hospital and his orthopedic training was ac¬ 
quired at the Shiincrs’ Hospital for Crippled Children, 
San Francisco (1925-27) and the Piedmont Clinic, 
Atlanta, Ga. (1927-28). 

Dr Moore is at present Chief Surgeon, Sbrinera* 
Hospital for Crippled Cliildrcn, Philadelphia, Pa.; 
Chief of Orthopedic Service, Temple University Hos¬ 
pital; Professor of Orthopedic Surgery, Temple Uni¬ 
versity Medical School; Orthopedic Surgeon, rotating 
service, Philadelphia Gcner.il Hospital; Orthopedic 
Consultant, Medical Advisory Board, Area No. 1, Pa. 

Other affiliations include; Member of Academy of 
Surgery, Philadelphia, Pa.; Medical Club; Orthopedic 
Club cf Philadelphia; American Medical Association; 
American Orthopedic Associatiou* Ac.'ideinv.'-'f Ortho¬ 
pedic Surgerj*; Fellow of tt ’ ■ .--o of 

Surgeons; Fellow of the I,. • ' 

Surgeons and ' .> of the 
the United 7" •. 
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CUSTIS LEE HALL, M.D.. F.A.C.S., E.I.C.S. 

D r. HAJjL born July 15, 1888. lie was gradu- 
!ilod in Medicine from George WasbingtOH 
Univcr.sitj' in 1912. He w-as resident physician 
at Garfield Hospital in 1013; Orthopedic House 
Officer, M.'i.s-sachusetts General Hospital, 1914-15; As¬ 
sistant to Dr. B. G. Brackett, Boston, 191G. 

His military services included: Orthopedic Sur¬ 
geon, British E.'cpcditionary Borers, 1917-18; Chief of 
Orthopedic Service, Ease Hospital Ho. 88, AEF, 1919; 
Chief of Orthopedic Service, Base Hospital, Camp 
Sherman, Ohio, 1919. 

Dr. Hall began private practice in Washington in 
1920. He has been; Prof, of Orthopedic Surgery, 
George Washington (1920-33); Assistant Professor 
of Surgery, George Washington Medical School, 1933- 
37, Clinic:il Professor of iSurgery, George Washing¬ 
ton University Medical School,' 1938. Orthopedic 
Surgeon to Gartlcld, Childrens, Colunibia and Emer¬ 
gency Hospitals; Consultant in Orthopedic Surgery, 
U. S. Veterans Bureau, 1923-38; Chief Orthopedic 
Consultant, District Health Department. 

His inemlicrship in organizations include: Fellow 
of the American College of Surgeons; Fellow and 
International Trustee of the International College of 
Surgeons and Member of the Board of Trustees of 
the United Slates Chapter, ns well ns Chairman of the 
Publication Committee of the Journal of the Iiitcr- 
naiional CoUepe of Surpeons; Fellow of the American 
Academy of Orthopedic Surgeons; Licentiate of the 
American Board of Orthopedic Surgeons; Vice-Presi¬ 
dent of the Pan American Medical Association and 
Past President of the Washington, D. C., Pan Amer¬ 
ican Medical Society; ^lember Washington Academy 
of Medicine and Washington Academy of Surgery. 


BOOK REVIEWS 


(Continued from page 4GSJ 

sion of various diagnostic and therapeutic aids, such 
as e.xcretory urography and cystography, radiation 
therapy, fluid administration, blood transfusion and 
anesthesia. A useful chapter is given over to the 
surgical approach to the kidney. Cougcnital anomalies 
of the kidney; which provide operative hazards, arc 
carefully depicted. Instructions for each urologic 
procedure occupy the remainder of the book, including 
indications and contraindications, use or omission of 
drainage and each step of the usual operations on the 
kidneys, ureter, bladder, penis, testes and prostate 
arc described. 

The text is readable and concise, the illustrations 
by Helen Lorraine exceptionally fine. Each chapter 
concludes with an adequate bibliography, and the book 
is carefully indexed. It is high!}’ recommended not 
only to the specialist in urology but to the general 
surgeon. 

Demonstrations of Physical Signs in Clinical Surgery. 
Hamilton Bailey, F.R.C.S. (Eng.), Surgeon, Royal 
Northern Hospital, London. Ed. 9. 351 pp., 492 
illus. John Wright & Co., Bristol, 1944. 

Today, when emphasis in teaching has been so largely 


placed on various laboratory diagnoses, the surgeon 
relics all too frequently not on the acumen of his five 
senses, but on tests which experience has often proved 
to be fallible, valuable though they are as aids. The 
history and physical examination, as Hamilton Bailey 
states in his preface, must always remain the main 
channels b}’ which a diagnosis is made. Prom this 
standpoint the book is an outstanding contribution to 
the liloraturc. . . ■ , ^ 

Bniley stresses tho fact that the basic principle of 
clinical surgery is comparison of an injured or dis¬ 
eased member or side with one that is normal, and 
lists such basic physical signs as location of pam, 
local temperature, pitting on pressure, fluctuation,, 
translueoiicj’, cnlargomeiit of superficial veins, crep¬ 
itus, pulse, vomit, hiccup and the appearance of the- 
tongue, hands and face. 

Individual chapters are devoted to clinical signs 
manifested in the head, .abdomen, extremities, spine, 
bones and various joints of the body. 

The illustrations, some in color, arc excellent. The 
exposition is clear and to the point. -A glossary of 
anatomical terms and thorough indexing make the 
volume especially valuable to the student. The book is 
highly recommended to student and clinician alike. 

(Continued on page BOS) 
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^Continued from page oOJ) 

. Clinics, Vol. n, No. 5, pp. 107M341. J. B. Lip- 
pincott Co., Pliiladelphia, Feb., 1944. 

T his issue of Uie Climes contains a symposium 
ou War Medicine presented at the October 1943 
meeting of the itssociation of Military Surgeons, 
besides six original contributions on. such diversified 
subjects as “Diagnostic Cardioroeritgenography in. 
Army Examinees," “A Simple Walking Cast,” “Burns 
Incident to ‘War-Measures for Their Prevention mid 
Treatment,” “Management of Purpura,” “Effect of 
• Shock on Intramuscular Pressures,” and “Ochronosis." 
Clicmotherapy (Pharmacology and Toxicology and 
Application and Results), Venereal Disease, Fatigne, 
Fractures, Plastic and Reconstruction Surgery, War 
Wounds and Burns and Gastro-Iutestinal Disorders 
from the subjects of the discussions herein reported. 
In a few instances material presented was edited, in 
several others it Avas prepared in advance. For the 
most part the spontaneity of the panel discussions 
has been retained. In the discussions on chemotherapy, 
penicillin and its uses occupied an important place. 
Building up resistance to fatigue as well as training in 
relaxation has been stressed in the army. Gastro¬ 
intestinal disorders experienced by oor men in the 
South Pacific avctc reviewed by tlie panel under the 
chairmanship of Dr. Andrew Ivy. This volume of 
informally presented material is of a particularly 
informative nature for medical men in the Armed 
Forces. 

The Principles and Practice of Medicine. William 
Osier, edited by Henry A. Christian, Hersey Pro- 
” fessor of the Theory and Practice of Physic, 
Emeritus, Harvard University. Ed. 15. 1498 pp. 
D, Appleton-Ccntury, New York, 1944. 

T he appearance of the 15th edition of Osier's 
Principles and Practice of Medicine, brought 
up to date by Henry Cliristlan, is adequate 
testimony to the intrinsic worth of tliis cver-popular 
compendium of medical practices. Ncnly recognized 
' syndromes and disease have been brought to the 
attention of the medical profession ns the result of 
the war, notably those transmitted to tho States 
from the tropics. Increase in venereal diseases and 


deficiency diseases due to food rationing and immigra¬ 
tion of tmdemonrished individuals is allotted ade¬ 
quate space in this edition. Functional diseases of the 
nervous system, infectious diseases, diseases due to 
parasites, insect and reptile bites, diseases due to 
physical agents,^ intoxications and metabolic dis¬ 
turbances are discussed at length. The merits of 
penicillin in pyogenic infectious and syphilis and of 
the sulfa ’ .. ''nazole, sulfa¬ 
diazine, . and sulfa- 

suxidine- rought to the 

attention of the reader. No unnecessary details arc 
given and the approach is strictly clinical. The uii- 
illustrated volume is solidly packed with facts. 

Surgical Clinics of North America. August, 1943. 
Vol. 23, No. 4. 304 pp. Cloth, $10. Paper, $12. 
Issued serially, every other month (G consecutive 
bimonthly issues). W. B. Saunders Co., Phila¬ 
delphia, 1943. 

T he Mayo Clinic Number, announced as a sym¬ 
posium on orthopedic surgery, treats also such 
diversified topics as Influouce of Diet ou Experi¬ 
mental Hepatitis, Experimental Studies on the Motor 
Mechanism of the Small Intestine, Extrapcritoneal 
Resection for Cancer of Colon, lutr.aperitoneal Chcnici- 
thcrapy, Gramacidin and Penicillin, Siitmes m Hernia 
Repair, and anesthesia. The “Technic of Tliyrovdec- 
tomy” by Dixon is particularly timely and of practic.al 
value. It gives food for thought to those who believe 
in removing all of the thyroid tissue (Hertzlcr et al) 
and to some who routinely expose the recurrent 
laryngeal nerve (Lohey et al) Fig. 304 on page 10S8 
is in distinct contradistinction to the teachings 
alluded to. The paper by Clias. W. Mayo and Richard 
A. Tnyman on “Extrapcritoneal Resection with Tem¬ 
porary Catheter Colostomy for Cancer of the Colon 
below the Splenic Flexure,” also offers food for 
thought. Among the great many methods ndvoc.atcd ' 
for the treatment of malignancies of the l.irge bowel, 
one might do well to study this procedure in evaluat¬ 
ing these teachings with the methods which have 
followed a certain classicism in contemporary litera¬ 
ture. On the whole, this number is excellent and 
contains much that is worth while. 


MEMBERSHIP. — For information about membership in the International Col¬ 
lege of Surgeons and other matters pertaining thereto, address the International 
General Secretary, International College of Surgeons, 850 W. Irving Park Blvd., 
Chicago 13, Illinois. 
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